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Together with a Survey of Diets made by the War-time Social Survey. 


AT the end of 1943 we began an investiga- 
tion of the changes of various constituents 
in the blood during pregnancy and the 
puerperium and the relation of these 
changes to diet and the health of mother 
and baby. On the suggestion of Dr. Magee 
of the Ministry of Health we proposed to 
follow a limited number of subjects from 
the Borough of Stepney from the first 
attendance at the antenatal clinic of the 
London Hospital to their latest attendance 
at the infant welfare clinics of the borough. 
However, Dr. J. W. Crawford, the Deputy 
Medical Officer of Health of the Borough, 
who was largely instrumental in promoting 
the investigation and who would have 
assisted in keeping check of the subjects and 
have supervised the study of their clinical 


2 ypnanen at the infant welfare clinics, was 


y) 


called to the Forces. The work was dis- 
organized in summer, 1944, by flying 
bombs and later by rockets; most of the 
subjects whom we had selected for. study 
left London and were lost sight of. 

The laboratory work was continued, 
although it was not possible to follow more 
than a small number of the subjects through 
pregnancy and puerperium. One hundred 
and seventy subjects (average age 27.5) 
were chosen at random from all women 
attending; of the 97 antenatal cases, 57 
were primiparae (average age 26) and 40 
(average age 29.5) have had in the mean 
2.I previous pregnancies. Of the remain- 
ing 73 cases, studied only after delivery, 
4I were primiparae (average age 24.5) and 
33 (average age 30.5) have had in the mean 
1.8 previous pregnancies. 
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The results of the estimates of haemo- 
globin in blood and of iron, proteins, 
vitamin A, carotenoids, ascorbic acid and 
alkaline phosphatase in serum illustrate 
the levels of these constituents of pregnant 
women during the later years of the war, the 
changes during pregnancy and after de- 
livery, and the relation between these 
changes. 

The diets of 10 of our subjects were in- 
vestigated by the War Time Survey, and 
the blood was examined at the same time; 
the diets of a larger series of subjects living 
in a neighbouring part of London were 
studied at the same time. These surveys 
give an indication of the type of food that 
our subjects were eating. 


METHODs. 

Photoelectric photometers of the Evelyn 
test tube (Hoch, 1944) and flat cell type 
were used in the estimation of haemoglobin, 
vitamin A, carotenoids, serum iron, and 
ascorbic acid. One of the galvanometers 
used showed different sensitivities at 
different deflexions and it was therefore 
calibrated at 15 points by means of 
a potentiometer. The non-linearity of the 
galvanometer was allowed for in the estima- 
tions by correcting the blank readings to 
a value which would have been obtained 
had the readings for the blank and unknown 
been in the same proportion as the currents 
passing the galvanometer. A graph was 
used giving the deviations from proportion- 
ality of current and deflexion of 2 readings 
(one representing a blank reading in the 
actual estimation) in dependence of the 
difference of the 2 readings. The error due 
to galvanometer drag was eliminated by 
taking readings after a standard time 
(ro secs.) in the calibration and in all the 
actual estimations. Although this error was 
but a fraction of a mm. it required attention, 
in particular when high extinctions had to 
be measured. The test-tube instrument 


had the advantage over the flat-cell type of 
allowing samples to be centrifuged in the 
same containers in which they were 
measured. Centrifugation was advisable in 
the estimations of haemaglobin and caro- 
tenoids. For small extinctions such as 
those obtained in the estimation of serum 
iron the necessary accuracy in the readings 
was obtained by a double-cell electrically 
compensated instrument in which a gal- 
vanometer of high sensitivity was used as 
a nullpoint indicator. 

The haemoglobin was estimated by the 
Haldane-Gowers method. These estima- 
tions were made by observer 22 in Table 
XXII of the report of the Haemoglobin 
Survey Committee (Medical Research 
Council, 1945) using one Hb-CO standard 
colour tube calibrated by the National 
Physical Laboratory. The correction 
factors were 0.983 in June 1943 and 0.980 
in January 1946. On a certain number of 
cases, as shown in Table II, the solutions 
which were found to match the standard (or 
some others which had been slightly over- 
diluted by a known amount) were regassed, 
centrifuged in a stoppered tube and measur- 
ed with the photometer with an Ilford filter 
No. 604 (green) or No. 605 (yellow-green). 
[The calibration of the photometer to read 
in agreement with the N.P.L. standard is 
to be described in a separate paper (Jope 
and Hoch, in preparation). The coefficient 
of variation of the reproducibility of the 
photoelectric method, calculated from go 
duplicate and triplicate measurements on 
42 specimens of diluted and gassed whole 
blood in an earlier series, was V=0.14 per 
cent. The greatest deviation from the mean 
was 0.46 per cent.] Possible errors in pipet- 
ting and reading the meniscus were not 
eliminated in this way. The values obtained 
by this method appear in Tables I and II, 
as photoelectric estimates. 

We regard the estimates made by the 
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TABLE I. 
Comparison of Visual and Photoelectric Determina- 
tions of Haemoglobin (113 Subjects). 








Antenatal 
Duration of Number 

pregnancy of Per cent Haldane 

weeks samples Visual Photoelectric 
14 II 90.56 91.76 (a) 

15, 16 14 93.81 go0.24 
17, 18 15 90.42 88.29 (b) 
23-26 12 82.20 84.72 
1g-22 17 89.53 90.95 
27-32 II 82.56 84.75 
33-39 Il 84.48 85.10 

All weeks gi 88.04 88. 23 





Postnatal 


Days after Number of Per cent Haldane 








delivery samples Visual Photoelectric 
3-14 35 87.43 88.21 (c) 
15-63 8 92.34 * 66 
All days 43 88. 35 88.41 


(a), (b), (c). Five cases ; of anaemia included ~ 
(see footnote to Table IT). 

photoelectric method as those most nearly 
correct and have used these as basis for 
discussion. In the report of the Haemo- 
globin Survey Committee (Medical Re- 
search Council, 1945, p. 18) it is stated that 
‘the performance of the 4 best observers,”’ 
in respect of variability, ‘‘ was better than 
that obtained with a colorimeter (Evelyn) 
tested at the same time.”’ This is not sur- 
prising and is somewhat irrelevant. The 
important questions are whether, with a 
photoelectric instrument, the readings 
made by the 4 best observers would differ 
by 7.9 per cent as did those of the 4 best in 
Table XXII of that report; and whether 
the readings made by experienced ob- 
servers, using this photometer, would differ 
by 18 per cent, as did those of Nos. 6 and 35. 

The visual and the photoelectric tech- 


Deviation of visual from 
photoelectric value in per 





3 
nique gave good agreement in the grand 
means (Table I) but means of groups of 
8 to 17 individuals differed by up to 3.6 
per cent on the Haldane scale. The dis- 
tribution of the discrepancies between the 
visual and the photoelectric values for 138 
samples (including 3 samples from controls 
not referred to in Table I) is shown at the 
foot of this page. 

The average deviation was 4.75 per cent. 
The worst visual estimates occurred when 
the colours were matched in bad daylight. 

The total proteins were estimated by a 
micro-Kjeldahl technique (Hoch and 
Marrack, 1945) with SeO, at a catalyst. The 
digestion time was 3 to 3} hours. Ina few 
cases in which an alternative procedure had 
been used, such as one omitting the SeO., 
the results have been corrected so as to 
become comparable with the others. The 
average values given in this paper may still 
be up to 1 per cent low with respect to the 
standard technique of Chibnall, Rees and 
Williams (1943), using a digestion time of 
17 hours. 

The albumin was determined by the 
method of Howe (1921) on filtrates from a 
mixture of 0.5 ml. serum and 15 ml. 22.2 
per cent Na.SO, at 37°C. in aliquots cor- 
responding to 0.165 ml. serum. 

The non-protein nitrogen (N.P.N.) 
was determined on 2 ml. aliquots of filtrates 
from a mixture of 0.5 ml. serum and 4.5 
ml. 5 per cent trichloroacetic acid. 

The estimation of carotenoids, expressed 
as $-carotene, @-carotene and vitamin A, is 
described elsewhere (Hoch and Hoch, 
1946; Hoch, 1944). The proportion of 
8-carotene in total carotenoids was esti- 
mated after chromatography of the 
carotenoids on alumina. 


cent of pens value <—15 —15 to —10 — 10to —5 —5 to +5 +5 to +10 +10to Bikers. 





frequency I 4 


26 75 25 5 2 
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1945). 
relatively small the slight rise in the last 


weeks of pregnancy may be a matter of 


The serum iron was determined by the 
method of Vahlquist (1941). The colour 
given by the o-phenanthrolin was measured 
photoelectrically with an Ilford filter No. 
603 (blue green). Large errors may arise 
from contamination by iron from dust, soot, 
glassware, and the agreement of duplicates 
is occasionally not as good as desirable. 
The estimations were carried out on 0.5 ml. 
samples of serum. The frequencies of the 
differences between two duplicate analyses 
were : 

Difference between 
duplicates 
inpg./tooml. 0-4 5-8 9g-12 

frequency 30 10 





bs 18-19 
5 = 


A difference of 8yg./10o0 ml. corre- 
sponded to one of 0.00T9 in the extinctions 
actually measured. 

The alkaline phosphatase of serum was 
estimated by the methods of King and 
Armstrong (1934) and King, Haslewood 
and Delory (1937). 

The ascorbic acid was determined by the 
method of Roe and Kuether (1943) on 1.35 
ml. serum. The Ilford filter No. 605 
(yellow-green) was used. 

The controls were members of the nurs- 
ing staff of the London Hospital (haemo- 
globin, vitamin A, carotenoids, ascorbic 
acid) and nurses and laboratory staff, men 
and women (serum proteins) ; no difference 
has been found between the concentrations 
of proteins in the serum of men and of 
non-pregnant women. 


_ RESULTS. 
Haemoglobin. 


Antenatal. The mean concentration of 
haemoglobin fell until the 24th week and 
then remained nearly constant (Table I). 
If we plot haemoglobin concentration 
against period of pregnancy, we get a curve 
very similar to that obtained by Boycott 
(1936) and others, and by the 1943 Haemo- 
globin Survey (Medical Research Council, 


As the number of our cases was 


chance. But Dieckmann and Wegner 
(1934a), Boycott (1936), Cohen and 
Thomson (1936), Bethell, Gardiner and 
MacKinnon (1939), the 1943 Haemoglobin 
Survey (Medical Research Council 1945) 
and Roscoe and Donaldson (1946) found a 
similar rise. 

The actual height of our curve cannot be 
compared with that of Boycott’s curve 
because we do not know whether Boycott’s 
colour tube agreed with the N.P.L. 
standard. Our curve is some 2.5 to 5 per 
cent higher than that of the 1943 survey. It 
is probable that this apparent difference 
is artificial. For the average of the esti- 
mates of haemoglobin concentration made 
by the visual method by the observers who 
carried out the 1943 Survey, on a series of 
test bloods, was about 4 per cent. below 
those obtained in the National Physical 
Laboratory (Medical Research Council, 
1945, p. 67); whereas the readings obtained 
by the photoelectric method in this survey 
(see methods) were calibrated to agree with 
those of the National Physical Laboratory. 
The survey of Young, King, Wood and 
Wootton (1946) in West London was made 
during much the same period as ours; they 
estimated haemoglobin by the alkaline 
haematin method of Glegg and King (1942) 
and expressed it in g. of haemoglobin per 
roo ml. If we assume that 100 per cent 
Haldane is equivalent to 14.8 g. of haemo- 
globin per 100 ml. (King, Gilchrist and 
Matheson, 1944) the mean concentrations 
found by Young et al., were 83 per cent 
Haldane, in the first 24 weeks and 78 per 
cent in the last 8 weeks of pregnancy. 
These means are definitely lower than those 
of the 1943 Survey and than oyr means. 
This difference may be due to a difference 
in the proportion of the women who were 
treated with iron. No mention is made of 
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treatment by Young et al., nor in the 
Report of the 1943 Survey. Iron was pre- 
scribed for all those women attending the 
antenatal clinic at the London Hospital who 
were suspected of having anaemia and to 
a large proportion of the others; unfortu- 
nately the records of the numbers treated 
are incomplete. 

The cases shown in Table III were bled 
at their first attendance at the clinic, when 
iron had not been prescribed. 


TaBce III. 
Concentration of Haemoglobin in the Blood of 52 
Subjects to whom iron had not been prescribed. 





Period of Mean concentration 


pregnancy weeks Number of haemoglobin 
el i.e. ie 6 "936 
15,16 9 90.8 
[7,18 3 84.4 
19-22 10 88.7 
23-26 10 85.1 
27-32 6 88.45 
33-39 3 82.2 





The 3 mean concentrations, found 
toward the end of pregnancy (1943 survey, 
82.4 in last trimester; Young et al., 78 in 
last 8 weeks; our survey, 85 in last 8 
weeks), are higher than that found by 
Hamilton and Wright (1942) in 1941-42, in 
a group of women who had all been treated 
with iron. Roscoe and Donaldson (1946) in 
Edinburgh found a lower mean concen- 
tration (78.2) among women in the last 
trimester in 1944. During the last 13 weeks 
of pregnancy 22 estimations were made 
photoelectrically and 13 others visually 
only; among these 35, one reading only was 
under 70 per cent; out of all the gr readings 
4 only were under 70 per cent (Table IV). 

Postnatal. In the limited number of 


subjects that were examined in the second 
half of the first week after delivery the 
concentration was appreciably higher than 
it was before delivery or in the second and 
following week. The concentration in the 
second week was above that before delivery 


and there was a further rise during subse- 
quent weeks. In 13 cases the haemoglobin 
was estimated before and I or more weeks 
after delivery; in 5 of these the concentra- 
tion after delivery was more than 3 per cent 
higher than before. In 4 cases it remained 
within + 3 per cent of the level before de- 
livery; in 2 of these the estimation before 
delivery was made before the 20th week of 
pregnancy. In 4 it was over 3 per 
cent lower; in 2 of these the estimation 
before delivery was made before the 2oth 
week; one of these two had toxaemia of 
pregnancy and a breast abscess and one of 
the other two had a severe postpartum 
haemorrhage. This rise after delivery was 
found by Cohen and Thomson (1936), 
McGeorge (1936), Widdowson (1939), 
Bethell, Gardiner, and MacKinnon (1939), 
Mull and Bill (1945) and Young et al. 
(1946). Fullerton (1936) however, dealing 
with the poorest classes in Aberdeen, found 
that the average level, 2 to 5 months after 
delivery, still differed little from that at 
term; and the cases of Dieckmann and 
Wegner (1934a) did not regain the level of 
early pregnancy by the 8th to 17th week 
after delivery. 


Serum Iron. 

The concentration of iron in the serum 
(Table II) varied widely. No relation was 
found between the concentration of iron in 
serum and of haemoglobin in whole blood 
or between concentration of iron and dura- 
tion of pregnancy, either among those for 
whom iron had not been prescribed or in 
the whole series. Vahlquist (1941) also 
found no relation between serum iron and 
haemoglobin. 


Serum Proteins. 

Antenatal. The mean concentration of 
serum protein (Table II) fell and reached 
a minimum at about the same time as did 
the mean concentration of haemoglobin. 
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TABLE IV. 
Number of Cases with low Concentration of Haemoglobin, Serum Protein and Vitamin A, and 
with High Phosphatase. 
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Haemoglobin per cent Haldane Serum Phosphatase 
Protein g. albumin g. Vitamin A units per 
Weeks of Visual Photoelectric per 1oo ml. per roo ml. ___‘I.U. per roo ml. 100 ml. 
pregnancy under 70 under 75 under 7o under 75 under 6.0 under 3.5 under 50 under 75 over 10 
to 14 I I I I (@) oO Oo (9) Oo 
15, 16 oO I fe) I oO 1 Oo o 2 
LF) To I 1 I I oO oO oO I te) 
19-22 oO oO r9) oO oO oO oO I I 
23-26 I I I J i oO Oo I I 
27-32 I s I I oO I o 1 4 
33-39 oO I o oO oO oO I I 9 
Total 4 8 | 5 I 2 I 8 17 








Again the concentration rose slightly in the 
last few weeks; a similar rise was found 
by Bibb (1941) and Mull and Bill (1945) 
and a greater rise by Plass and Matthew 
(1926). 

The difference (0.36) between the mean 
value found at the earliest stage of preg- 
nancy and that in the last 8 weeks was more 
than that found by Bibb (1941) and less 
than that (0.55) of Plass and Matthew 
(1926) and than that (0.6) of Mull and Bill 
(1945), who examined the largest number 
of subjects. The difference between the 
average concentrations among non-preg- 
nant subjects and the lowest level in preg- 
nancy (0.8) was about equal to that (0.71) 
of Plass and Matthew (1926) and that (0.79) 
of Oberst and Plass (1932) but less than 
these (0.88 and 1.16) of Oberst and Plass 
(1936). Like Plass and Matthew (1926) we 
find that the fall in serum protein was 
entirely due to reduction of serum albumin ; 
the serum globulin remained constant. 

The actual levels of serum protein found 
by various investigators cannot be com- 
pared owing to differences of methods used 
in estimation. However, Plass and Mat- 


thew (1926) found a level among non-preg- 
nant women very near to ours, if allowance 
is made for the effect of oxalate; and their 
levels among pregnant women are, also, 
very close to ours. Dieckmann and Weg- 





ner (1934b) also found mean concentrations 
very similar to ours and few cases with 
total proteins under 6 g. per 100 ml. of 
serum (cf. Table IV). 

In our series the serum protein fell by 
about 5 per cent between the earliest period 
(under 14 weeks) and the 22nd to 32nd 
week; and the difference between levels 
among non-pregnant women and women 
in the 22nd to 32nd week in pregnancy was 
about 10 per cent. The corresponding 
reductions of haemoglobin were 10.8 and 
15 per cént. It would, perhaps, be more 
correct to compare the reduction of albumin 
with that of haemoglobin, as the serum 
globulin remained constant. The corre- 
sponding reductions of albumin are about 
10 and 16 per cent, so that the reductions, 
per cent of haemoglobin and albumin, are 
approximately equal; the curve of fall of 
serum albumin ran roughly parallel to that 
of haemoglobin. However, if the reduc- 
tion of the concentration of haemoglobin in 
blood and albumin in plasma were simply 
due to dilution of the plasma it would be 
expected that the reduction per cent of 
albumin would be twice that of haemo- 
globin. 

As might be expected from the inde- 
pendent variations of haemoglobin and 
serum protein in non-pregnant adults, there 
was little evidence of correlation between 
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the concentrations of haemoglobin and of 
serum protein in individuals; but the 
coefficient of regression of haemoglobin on 
albumin was significant (¢=8.1, n’=74). 
In individuals who were followed through 
pregnancy, the fall in serum protein was 
relatively slightif the fall in haemoglobin 
was slight and vice versa. 

Fall of haemoglobin 
between early and late 
pregnancy. 

Io cases under 5 per 


Mean fall of serum pro- 
tein in same _ period; 
g. per 100 ml. 


cent Haldane. 0.079 
6 cases over 5 per cent 
Haldane. 0.616 


Of 18 cases with serum albumin under 
4.0, 12 had a haemoglobin concentration 
below the mean for the corresponding 
period of pregnancy. 

Postnatal. The concentration rose dur- 
ing the first week to a level slightly above 
that found during the early stages of preg- 
nancy. In 14 cases the serum protein was 
estimated before and after delivery; in 9 
it rose by not less than 0.3 g. per roo ml. 
and in 1 it remained practically unchanged ; 
in 2, bled 2 and 4 days after delivery, the 
concentration was lower than it had been 
before; 1 of these had a severe postpartum 
haemorrhage. This rapid rise was found 
by Plass and Matthew (1926) and by Mull 
and Bill (1945). 


Non-protein-nitrogen. 

The mean N.P.N. was low from the 
earliest stages of pregnancy until shortly 
before delivery. In no case was the con- 
centration above 39 mg. per 100 ml. In 16 
cases that were followed through pregnancy 
the concentration rose by over 3 mg. per 
100 ml. in 6, fell by over 3 mg. in 4, and 
remained approximately constant in the 
rest. After delivery the mean concentra- 
tion rose promptly and did not rise further 
after the second half of the first week. In 
12 cases, in which the N.P.N. was esti- 


mated before and after delivery, the con- 
centration rose by over 3 mg. per 100 ml. 
ing. Our figures are very similar to those 
found by Pillman-Williams (1923). 


Vitamin A. 

Antenatal. Bodansky, Lewis and 
Lillienfeld (1943) and Lund and Kimble 
(1943) concluded that the concentration of 


vitamin A in the plasma fell during preg-— 


nancy. In our series there was no evi- 
dence of a fall after the early stages of 
pregnancy even among the subjects who 
were not taking supplements of vitamin A. 
However, in the series of Bodansky, Lewis 
and Lillienfeld (1943) the concentration 
was not reduced until the last month; the 
mean concentration in the 6th, 7th and 8th 
months was the same as in the first 3 
months. As the largest number of their 
estimations was made in the last month the 
low figures found then overweight their 
mean for the third trimester. Lund and 
Kimble (1943) divided their cases into 3- 
month periods and, therefore, did not 
detect that this sudden drop occurred in the 
last month only. In the present series the 
mean concentration throughout pregnancy 
was lower than the lowest concentration 
found among the non-pregnant women; 
while the mean concentration after the first 
week postpartum was approximately the 
same as that of the non-pregnant Women. 
Although the 2 groups are not strictly com- 
parable it appears that the concentration of 
vitamin A was reduced from the early 
stages of pregnancy. 

Lund and Kimble (1943) found that the 
fall tended to be less when the diet of the 
pregnant woman supplied enough vitamin 
A; when the women received 10,000 I.U. 
or more of vitamin A daily in addition to 
a good diet, the concentration in the 
plasma actually rose between the second 
and third trimester. One quarter of our 


subjects were taking supplements—either 
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cod-liver oil or vitamin A and D tablets; 
the proportion rose from about I in 6 in the 
first half of pregnancy to 1 in 2 in the last 
2 months. On the whole (Table V) con- 
centrations were higher in the sera of the 


Carotenoids. 

Antenatal. Bodansky, Lewis, and Lil- 
lienfeld (1943) found that the plasma 
carotenoids rose in the 6th, 7th, and 8th 
calendar month of pregnancy above the 


TABLE V. 
Concentrations of Vitamin A (I.U. per 100 ml.) in the Plasma of those taking and those not taking 


Supplements of Vitamin A. 





Antenatal 











Postnatal 
Period of Taking Not taking Days after Taking Not taking 
pregnancy, weeks supplements supplements delivery supplements supplements 
To 14 (2) 96.5 (5) 99.9 pep (8) 138 (11) 110 
15, 16 (2) 116 (15) 115.2 8-14 (12) 147 (19) 131 
17,18 (1)110 (10) 95.3 14-63 (2) 109 (7) 137 
19-22 (4) 109 (10) 99.8 
23-26 (3) 100 (7) 94.7 
27-32 (6) ror (9) 92.9 
(10) 100.0 


33-39 


(5) 106 





subjects who took the supplements. Among 
individual cases followed through preg- 
nancy 8 did not take the supplements; the 
mean change between the first half and the 
last 3 months of pregnancy was - 4.5 units 
per 100 ml. Nine took supplements; the 
mean change in the same interval was 
-~4.7units. However, of these 17 subjects, 
those who took the supplements had higher 
concentrations in their plasma than those 
who did not, not only towards the end of 
pregnancy but also before they began to 
take the supplements—which may be a 
matter of chance or evidence that those who 
took the supplements made a better choice 
of diet. 

Postnatal. The concentration of vitamin 
A rose immediately after delivery and 
remained high. In 13 cases examined 
before and after delivery the concentration 
rose by not less than 20 I.U. per 100 ml. 
in 12; in one, examined g weeks after 
delivery, the concentration had fallen. 
Higher levels were found among the sub- 
jects who were taking a supplement of 
vitamin A. Lund and Kimble (1943), Byrn 
and Eastman (1943), and Abt et al. (1943) 
found this rise after delivery. 


level in the first 5 months and they fell in 
the 9th month. Lund and Kimble (1943) 
who pooled the results of the last 3 months, 
concluded that the mean concentration did 
not change with the period of pregnancy 
and that such variations as were found were 
due to changes with season in the amount 
of carotene in the food. The only signi- 
ficant seasonal difference that we found 
was that mean levels in early pregnancy 
were higher in September than in Febru- 
ary and March. The mean concentration 
rose appreciably in the last trimester. In 
17 cases estimations were made at different 
stages of pregnancy; in all but 3 the con- 
centration was higher in the third trimester 
than it had been earlier. This rise was not 
accounted for by the seasonal changes. 

Postnatal. The mean concentration of - 
carotenoids fell after delivery, but remained 
above the mean levels found up to the 32nd 
week of pregnancy. 


6-Carotene. 


Antenatal. The proportion of $-caro- 


tene in total carotenoids varied’ widely, 
between 11 and 56 per cent, covering 
about the same range as found by other 
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workers (Willstaedt and Lindqvist, 1936; 
Lanzing, 1938). In one and the same indi- 
vidual the variation was much less. Out 
of 20 cases on which analyses were made 
more than once during pregnancy, the 
proportion of @-carotene fell in 10, remained 
within +2.5 of the original value in 7, and 
rose by more than 5.0 in 3. One changed 
by 16, 2 by about ro, and none of the others 
changed by more than 8.5. There seemed 
to be little correlation with the change in 
the total carotenoids. Out of 15 cases in 
which the total carotenoids rose, the per 
cent value for (-carotene fell in 7 and 
remained unchanged in 6. A rise in total 
carotenoids of more than 50 per cent was 
associated with a fall in g-carotene in only 
3 cases out of 5. The proportion of 
8-carotene had a tendency to fall when the 
initial values were high and to rise when 
they were low. 

Thus the means of the initial values in 
cases of a fall, no change, and a rise were, 
33-1 (10), 27.1 (7), and 23.8 (4) per cent 
-carotene, respectively. 

Since most of the values for later preg- 
nancies were obtained in March 1944 and 
April to July 31945—at which time the 
values for pregnancies of below 27 weeks’ 
duration (mean=28.6, <¢=1.35, m'’=12) 
were slightly lower than those of September 
to December of 1943 and 1944 (mean = 30.0, 
¢=1.38, n’=43)—seasonal variation may 
have contributed to the changes observed 
in these pregnancies. * 

Postnatal. Out of 13 cases from which 
‘data before and after delivery are avail- 
able, the proportion of $-carotene in total 
carotcnoids fell in 3, remained unchanged 
in 5, and rose in 5. The means of the 


initial values were 36.7, 25.2, and 23.6 per 
cent respectively; as in pregnancy the pro- 
portion rose when the initial value was low 
and fell when it was high. Comparison of 
the individual times at which these changes 
took place showed that a seasonal varia- 


tion could not be held responsible to any 
appreciable extent. There were, however, 
significant differences between the mean 
values from all cases obtained in December 
1943 to January 1944 (34.9, ”’=12) and 
September to December 1944 (26.3, ’ = 18) 
on one hand and February to July 1945 
1945 (20.9, #’ = 30) on the other. There was 
no relation between the change in the total 
carotenoids and that of the proportion of 
3-carotene. 


Ascorbic Acid. 

Antenatal. Teel, Burke, and Draper 
(1938) found that the concentration of 
ascorbic acid in the plasma was consider- 
ably lower in the last trimester than earlier 
in pregnancy. Elmby and _ Becker- 
Christensen (1938) also found a fall in 
concentration between the 5th and oth 
month. Lund and Kimble (1943) found no 
change with the stage of pregnancy and 
considerable seasonal variation. Young 
et al, (1946)found no appreciable difference 
between the concentration in the first weeks 
and the last 4 weeks of pregnancy. In our 
cases the concentrations were relatively 
high in August, September and October 
(Table VI). During the remaining 9 months 
the concentration remained fairly constant. 
In 17 individual cases that were studied at 
different periods of pregnancy the changes 
in concentration found might be accounted 
for by this seasonal change in 13; the re- 
maining 4 were taking supplements of fruit 
juice and the concentration in their plasma 
rose. 

The proportion of subjects taking this 
supplement of fruit juice rose as preg- 
nancy advanced; the average concentra- 
tion found among those taking the supple- 
ment was, as a whole, higher than among 
the rest (Table VI). But Table VII shows 
that not all those who took the supplements 
took the full amount. The answers of some 
of the subjects, when asked whether they 
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ij Taste VI. relatively high concentrations of ascorbic 
, F Ascorbic acid (mg. per 100 ml.) in the Serum of — acid in the serum during a week in Febru- 
. 2 of Pregnant Women According to Time of Year 41, after there had been a distribution of 
' e and to taking of Supplement of Fruit Juice. : : 

; 4 oranges in the neighbourhood. 
) i j ing : : 
, Taking On Semone Postnatal. The concentrations found in 
) : supplements supplements : 
. “_________ the second week after delivery and subse- 
: ni a — Oct. ne 0-73 = 0.68 quently were lower than those found during 
“i Oov., Dec. ») 0.5 20) 0.40 ° ‘ 
; ¥en oes (7) 0.66 (22) 0.50 Pregnancy. Higher concentrations were 
‘SD lS each me meta Aaa ass For found as a whole among those taking sup- 
plements of ascorbic acid than those who 
were taking the supplements, appeared to were not. Concentration of ascorbic acid 
» be untrustworthy, for our records on this estimated in g cases before and after de- 
_ = point do not wholly agree with those of the livery fell in 7 cases; in 4 of these a 
f \  War-time Social Survey. Lundand Kimble seasonal fall might have been expected. 
‘ | (1943) considered that doses of ascorbic The concentration rose in 1 and in I was 
‘ acid of the order of 25 mg. per day were of already below 0.1 mg. per 100 ml. before 
| little benefit. The contrast between the delivery. Lund and Kimble (1943) found 
. effects of extra ascorbic acid in the diet a smaller reduction after delivery and 
" during the summer months and that of the Young et al. (1946) a reduction very similar 
‘ supplements is striking. We also found _ to that found by us. 
] 
x TABLE VII. 
C Amounts of Foodstuffs. Ounces per head per Week. 
S Pee Stepney, 1944-45. 
r Pregnant women Middle class 
y fe Mean pre-war (a) women 1941 (b) 
; ae ee nn = 
Y All meats 8.55 In 4 subjects under 5 ounces 2I 16.1 (raw) 
S , Bacon ae ey 4 had none; 3 had 2 ounces or less 3.9 (raw) 
7 t Fish ea wis 8.5 2 had none 1 EY | 5-1 
t ; Eggs (number) 2.8 rt had none 3.5 3.2 
CHEESE 6c. ace owe 1.3 3 had none; 4 had 1 ounce only 1.54 1.3 
S Milk sa) “Neo. seaue a 87 92 
| Milk pudding von, “3S 5 had under 5 ounces 
* BCG ove xm ties SRO 3 had under 63 ounces 49 45.6 
a , { 1 had under 46% ounces 19 II.7 
t % Cake ae a ld 3 | 5 had under to ounces 
1 4 ren j 1 had only 24 ounces 29.5 33 
‘i bnamenes a a as | 2 had 60 and 65 ounces 
Potatochips ...... 45 4 had none 
S 4 Root vegetables eg 3.9 6 had none 3.1 7-4 
a is Green vegetables... 9.7 2 had none “7 13-9 
¥ 5 had about 15 ounces 
2 Non-citrus fruit «s»  %O6 3 had none; 
ig * Fats Seem MLAGS. idee 6.8 9.8 8.7 


Cod-liver oil 1 had 7 teaspoonfuls per week 
A and D tablets 1 had 4 

Cod-liver oil capsules ! | 2 had 7 

{ 3 had none 


Fruit juice ie | 3 had over 20 teaspoonfuls 





(a) McCance, Widdowson and Verdon-Roe (1938). 


(b) Widdowson and Alington (1941). 
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Phosphatase. 

Antenatal. Several authors, for example, 
Meranze, Meranze and Rothman (1937), 
Bodansky, Campbell and Bell (1939), 
Young et al. (1946), have found little 
change in the alkaline phosphatase in the 
plasma with a steep rise in the last 3 months 
of pregnancy, similar to that found in our 
series. In 11 individual cases followed 
through pregnancy the phosphatase rose 
in all but r. Our mean levels were rather 
higher than those found by Young et al. 
by the same method; in 4 cases values 
above ro were found during the first 24 
weeks of pregnancy. These high figures 
were not associated with abnormal levels 
of any of the other blood constituents that 
were estimated. Very high values for no 
apparent reason were found by Ebbs and 
Scott (1940) in one pregnancy. 

Postnatal. The mean concentration 
during the first week taken as a whole after 
delivery was even slightly higher than 
during the last 7 weeks of pregnancy. The 
mean concentration, after the second week 
was the same as found by Robertson (1941) 
in the serum of adults. Meranze, Meranze 
and Rothman (1937) also found the con- 
centration high 7 to 10 days after delivery : 
Young et al. (1946) found lower levels 
than we did during the puerperium, with a 
return to the normal mean when the women 
were examined 6 to 12 months later. 


DIET. 


The diets of 10 of the women taken during 
a week were recorded and the composition 
was calculated from tables (Table VII) by 
the War Time Social Survey in the course 
of a survey of the diets of lactating women 
made in the adjacent borough of Shore- 
ditch. The best feature of these diets is 
the large amount of milk taken; only 1 had 
less than } pint per day, and she ate 1073 
ounces of milk pudding in the course of the 
week ; 3 had a pint or over per day. Several 


of the women ate considerably less than 
their rations of meat, bacon, and cheese. 
In 2 instances the amount of bread and 
cake (863, III1% ounces) eaten exceeded the 
present rations for pregnant women. The 
amounts of potatoes and vegetables eaten 
were unexpectedly low. 

The amounts of nutrients taken (Table 
VIII), with the exception of calcium, 
vitamin A, and ascorbic acid, were low. 
The amount of preformed vitamin A was 
kept up to a basic level of over 1,000 I.U. 
per day by fortified margarine and by milk ; 
in 14 instances it was high, as supplements 
were taken. All but one of the 7 subjects 
who took the supplement of fruit juice got 
over 50 mg. of ascorbic acid per day; the 
one exception took only 8 teaspoonfuls of 
fruit juice, less than the average amount of 
potatoes, no root vegetables and 3 ounces 
only of green vegetables. 

The diets compare favourably with the 
diets of pregnant women studied by 
McCance, Widdowson, and Verdon-Roe 
(1938) in respect of the amount of milk and, 
in consequence, of calcium. In that series 
63 per cent of all the women and 27 per cent 
of those in the wealthiest group took less 
than half a pint of fresh milk per day; the 
mean intake of calcium in the wealthiest 
group was 0.94 g. per day, and 8o per cent 
of all the women took less than 0.78 g. The 
diets were very similar to those of middle- 
class women in 1941 (Widdowson and 
Alington, 1941), but contain more milk and 
supply more animal protein and calcium. 


DISCUSSION. 


The changes in the composition of the 
blood that we have found have been very 
similar to those found by other workers. 
However, in most other investigations, not 
more than two constituents have been 
measured in the blood of the same subject. 
The most remarkable feature about these 
changes is that the same changes at the 
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4 
same stages of pregnancy have been found 
by different investigators at different times 
and in different parts of the world. The 
various constituents of the blood change at 
different stages of pregnancy and in dif- 
ferent directions. The non-protein nitrogen 
falls in the earliest stages and rises after 
delivery; the haemoglobin and serum 
albumin fall sharply after the 20th week 
and rise gradually after delivery; the 
vitamin A (according to Bodansky, Lewis 
and Lillienfeld, 1943) falls and the carot- 
enoids rise at the very end of pregnancy 
when the haemoglobin rises slightly; after 
delivery vitamin A rises and carotenoids 
fall: the phosphatase rises in the last 3 
months. These changes cannot be ascribed 
solely to failure to maintain the concentra- 
tions as the volume of the blood increases. 
Defects in the diet cannot cause them all 
but may exaggerate some. 

As the diet of ro subjects only was studied 
it was not possible to draw any conclusions 
about the relation of the composition of the 
blood to that of the diets of these subjects. 
But some conclusion can be drawn from the 
levels found in the whole group. 

The low mean level of haemoglobin and 
high incidence of anaemia found by Hamil- 
ton and Wright (1942) among women 
treated with large doses of iron show that 
deficiency of iron in the food is not the only 
factor that causes anaemia; even if the 
concentration of haemoglobin has any 
relation to the amount of iron in the food, 
when this lies within the limits found in any 
ordinary diet. The low levels found by 
Hamilton and Wright (1942) in 1941 and 
1942 when the food supply was at its worst 
and the improvement found by Roscoe and 
Donaldson (1946) between 1942 and 1944 
when the food supply improved suggest 
that the level of haemoglobin is an index 
of the state of nutrition. This is borne out 
by the reduction found by Fleisch (1947) 
in Switzerland when the food supply was 
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at its lowest level. Ebbs, Tisdall and Scott 
(1941) found that anaemia was less common 
when the food was improved, without other 
changes in the standard of living. Young 
et al. (1946) found no relation between 
haemoglobin and income such as had been 
found by McCance, Widdowson and 
Verdon-Roe (1938) before the war; but the 
quality of diet varied much less with income 
in 1943-1945 than it did before the war. 
The amount of phytic acid in flour has 
been increased since the rate of extraction 
of flour was raised in the spring of 1942; 
this increase does not appear to have 
affected the haemoglobin level in 3 years. 
SUMMARY. 


1. The bloods of a series of women 
attending the antenatal clinic of the London 
Hospital were examined. Haemoglobin 
was estimated in whole blood and iron, 
total protein, albumin, vitamin A, carot- 
enoids, ascorbic acid and alkaline phos- 
phatase in serum. 


2. Haemoglobin was estimated photo- 
electrically and visually, according to the 
Haldane-Gowers method. The means of 
series of estimations agreed fairly well; but 
45.6 per cent of individual readings dif- 
fered by not less than 5 per cent and 8.7 
per cent by over Io per cent. 

3. The mean concentration of haemo- 
globin fell as pregnancy advanced; the 
curve was similar to that found by others. 
The mean concentration rose after delivery. 


4. The mean concentration of iron in 
serum did not change during pregnancy; 
it bore no relation to the concentration of 
haemoglobin. 


5. The total serum protein fell as preg- 
nancy advanced; the serum globulin 
remained approximately constant; the 
curve of fall of serum albumin was roughly 
parallel to that of haemoglobin. 

6. The non-protein-nitrogen in serum: 
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was low from the earliest stages of preg- 
nancy and rose after delivery. 

7. The mean concentration of vitamin A 
in serum was below the level found among 
non-pregnant women. No significant 
change occurred after the early stages of 
pregnancy until after delivery, when the 
concentration rose to the mean level found 
among non-pregnant women. 

8. The mean concentration of carote- 
noids rose at the end of pregnancy and fell 
after delivery. 

g. The proportion of @-carotene in total 
carotenoids in serum was estimated; it was 
found to vary widely. The variation in the 
serum of any individual during pregnancy 
and after delivery was much less and 
changes in the proportion bore no relation 
to the stage of pregnancy. 

10. No significant change in the concen- 
tration of ascorbic acid was found during 
pregnancy. The concentrations were higher 
in the months of August, September, and 
October, than in the spring. 

11. The concentrations of vitamin A 
and ascorbic acid in sera of women taking 
vitamin supplements were higher than in 
the sera of those who were not taking these 
supplements, but the highest mean con- 
centrations of ascorbic acid in serum were 
found in those months in which the 
amounts in the diet are highest. 

12. The serum phosphatase rose at the 
end of pregnancy and fell after delivery. 

13. The diets of 10 of the women were 
studied by the War Time Social Survey. 
The amount of milk consumed was higher 
than the amount found in a survey made 
before the war. 

We have pleasure in thanking Mr. R. 
Alan Brews, F.R.C.S., for permission to 
examine the women attending his clinic; 
Vitamins Ltd., for payment of a technical 
assistant, and the Social Survey for permis- 
sion to publish the survey of diets. 
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The Action of Intravenously Injected Sex Hormones and other 
Substances on the Blood Flow in the Human Endometrium 


BY 


ALFRED A. LoEsER, M.D. 


MENSTRUATION is a vascular phenomenon 
and the reaction of the vessels to hormonal 
influences is clinically of fundamental signi- 
ficance for the normal menstrual flow. 

Up to now observations on the reaction 
of the vessels in the human endometrium 
after injection of sex hormones have not 
been possible, and nothing is known about 
the actual blood-flow in the human, endo- 
metrial, vascular bed under the influence 
of sex hormones, although the excellent 
papers of Markee (1932a, 1932b, 1938) and 
Daron (1936) gave valuable information 
about menstruation in intraocular endo- 
metrial transplants in the Macacus rhesus. 

An attempt is made in the following 
experiments to elucidate the mode of pro- 
duction of the vascular changes in the 
human endometrium exposed to the 
immediate action of intravenously injected 
sex hormones. 

Two questions arise: (a) Can we produce 
by injection of sex hormones a sudden 
change in the blood-flow—vasoconstriction 
or vasodilatation—of the endometrium ? 

Only intravenous injection of sex 
hormones can bring about an effect which 
can be observed at once. Sex hormones in 
high dosage for intravenous injection are 
usually not available. Dr. Hewett of 
Organon Laboratories has produced for my 
purpose highly concentrated solutions of 
sex hormones in Propylene Glycol which 
can, with no untoward effects be injected 
intravenously, and which bring about 
immediately observable clinical effects. 

B 


(6) Can we examine and, still more im- 
portant, can we measure exactly in the 
human endometrium the mode of produc- 
tion of these vascular changes ? 


Method of Recording Uterine Vascular 


Changes. 
An instrument was constructed in collab- 
oration with Mr. A. Schallamach, 


F.Inst.P., resembling in principle the 
apparatus used by Richards, Wolf, and 
Wolff (1942) in their studies of the blood- 
flow in the human gastric mucosa. The 
instrument (Fig. 1) consists of a long rubber 
catheter, the eye of which is covered by a 
balloon into which thermocouples have 
been introduced : when deflated the balloon 
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FIG. 1. 


Diagram of uterine catheter used to record 
endometrial blood-flow. 
(For description see text) 
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forms a tightly-fitting sleeve round the eye 
of the catheter. The balloon can be inflated 
with 4 to 5 ml. of air injected into the 
catheter. A small heating coil of about 
10 ohms’ resistance is wound round the 
catheter at the centre of the balloon; the 
leads from this coil are brought out respec- 
tively through the eye of the catheter and 
through an airtight seal at the other end of 
the catheter. The coil is connected via a 
potentiometer to a 2-volt accumulator. 
One, 2 or 3 differential thermocouples are 
present in the balloon; one junction from 
the thermocouples is moulded into the wall 
of the balloon and the other is attached to, 
but electrically insulated from, the heating 
coil. The two junctions are connected by 
means of a constantan wire, + inch long; 
the other leads from the thermocouple are 
brought out in the same way as the heating 
coil leads, and are connected to a galvano- 
meter of low resistance (10 ohms). Any 
difference in temperature between the heat- 
ing coil and the balloon results in the 
passage of a_ thermo-electric current 
through the galvanometer. The arrange- 
ment described, because of its low resist- 
ance, has a high sensitivity and responds to 
temperature changes of the order of 0.02°C. 
In practice, this degree of sensitivity was 
often found to be excessive, and was then 
reduced by means of a resistance in series 
with the galvanometer. 

The catheter is introduced into the uterus 
with the precautions described below. A 
constant current is passed through the heat- 
ing coil, thus raising the temperature of the 
wall of the balloon. Heat is lost from the 
balloon by conduction to the endometrium, 
with which the balloon is in intimate con- 
tact. The rate of heat loss is directly pro- 
portional to the blood-flow through the 
endometrium. The equilibrium tempera- 
ture-difference between the heating coil and 
the balloon is indicated by the deflection of 
the galvanometer. When the blood-flow 


increases (dilatation) there is more rapid 
heat loss from the coil, and the galvano- 
meter is deflected in a certain direction; 
with decreased blood-flow (constriction) the 
deflection is in the opposite direction. The 
extent of the deflection is a measure of the 
magnitude of the change in blood-flow that 
is taking place. The galvanometer deflec- 
tions were noted down at short intervals. 
It has not been possible to calibrate the 
deflections in terms of actual blood-flow; 
the vascular changes are therefore recorded 
in terms of mm. of deflection. As already 
mentioned, the method employed records 
changes of blood-flow, but it should be 
emphasized that it gives no information 
about the actual volume of blood present at 
any moment in the endometrium. 


Method of Clinical Experiment. 


The catheter, before it is introduced into 
the uterus, is disinfected with Dettol cream. 
The cervix is pulled down with a vol 
sellum and if necessary dilated to Hegar 
No.7. In multiparae the catheter slips into 
the cervical canal without previous dilata- 
tion. As soon as the end of the catheter 
comes in contact with the fundus of the 
uterus, the balloon is inflated with not more 
than 4 to 5 ml. of air. If more air is used 
the endometrium may be compressed, and 
its circulation is impaired. No uterine con- 
tractions are produced, and the patient 
feels quite comfortable placed in the 
lithotomy position. Usually the observa- 
tions can be completed in one hour. 

With the instrument in the uterus, and 
the balloon blown up, heating of the coil is 
started. The galvanometer needle is slowly 
deflected, and finally comes to rest (Fig. 2). 

In the steady state very small excursions 
(x to 2 mm. on the scale) constantly occur, 
which may be due to minute spontaneous 
fluctuations in vascular tone. When heating 
of the coil is stopped, the galvanometer 
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needle gradually returns to its original 
starting point. 
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Effects of oestrone on endometrial blood-flow. 
Heating of coil in balloon began at 12.47 p.m.; 
at 1.6 p.m. the galvanometer attained a steady 
state. At 1.10 p.m. injection of 4 mg. of oestrone 
given intravenously. Marked initial vasodilatation 
followed by recovery and secondary constriction. 
[Upward deflection = vasodilatation. | 


Injection of Drugs. 

When an experiment is being performed, 
5 to 10 minutes are allowed to elapse until 
the galvanometer needle is steady. The 
patient is then informed that an intravenous 
injection is about to be given. As soon as 
she feels the prick of the needle and the up- 
ward flow of the injected material, vaso- 
constriction often occurs as part of the 
emotional reaction. Such vasoconstriction 
may also occur even if no injection takes 
place. Patients who have become familiar 
with the procedure showed no vascular 
changes until the injected material pro- 
duced its characteristic effects. 

Intravenous injection was always em- 
ployed. The sex hormones were injected 
in high concentrations dissolved in propy- 
lene glycol; control injections of the pro- 
pylene glycol (up to ro ml.) alone have 
no untoward effects. The substances 
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investigated and the maximum doses used 
at one injection were : 

Oestrone, I0 mg.; oestradiol, 20 mg.; 
stilboestrol, 150 mg.; progesterone, 100 
mg.; testosterone propionate, 250 mg.; 
adrenalin, 0.1 mg.; prostigmin, I.0 mg.; 
pituitrin, 3 units; pitocin, 5 units; calcium 
gluconate, 20 ml. of a 20 per cent solution; 
nicotinic acid 50 mg. 

When sex hormones were injected, 5 ml. 
of blood were first withdrawn into the 
syringe and mixed with the hormone solu- 
tion which has a viscid, mucus-like consist- 
ency. If this precaution is not taken, and 
the injection is made without previous 
mixing with blood, the patient feels pain 
running up the arm to the shoulders. 
During the injection of sex hormones, the 
patient generally, but not invariably, feels 
a hot stream running up to the shoulder; 
she then tastes something sweet (propylene 
glycol). After 0.5 to 1 minute, she 
complains of marked heat in the vulva and 
vagina; the hot feeling spreads to the 
external genitals, especially round the 
clitoris, if large amounts of hormone are 
injected. All these symptoms disappear 
within 2 to 5 minutes. No changes were 
seen in the nasal mucous membrane, 
but the skin of the face is sometimes flushed 
for a few seconds, much more so with 
oestrogens than with progesterone or 
testosterone. When testosterone is injected 
in doses of 100 mg. or over, there is, in 
addition to the hot feeling in the vagina, a 
severe itching in the vagina and round the 
vulva. The patient wants to scratch the 
part and the symptoms are those of an 
embarrassing pruritus. 

As the effects develop very quickly, the 
vascular responses must be noted from the 
moment of injection. The best arrange- 
ment is for one person to give the injection 
slowly during a period of 1 to 3 minutes, 
while an observer records the galvanometer 
deflections. 
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Results. 


Experiments with oestrones, oestradiol 
and stilboestrol—12 experiments on 9 
patients. 

Patient 1. Normal genitals; normal 28-day cycle; 
experiments during luteal phase. Injection of 
oestrone 0.5 m.g.; no vascular change. Injection 
of 20 ml. of a 20 per cent calcium gluconate solution; 
no change. 

Patient 2. Normal genitals, normal 28-day cycle; 
experiments during oestrogenic phase. Injection of 
oestrone 1 mg.; no change. Injection of pitocin 
1 ml. no change. 

Patient 3. Normal genitals; normal menstrual 
cycle; experiments on the 24th day of the cycle. 
Injection of oestrone, 4 mg.; the results are sum- 
marized in Fig. 2, and show marked initial vaso- 
dilatation during the first 3 minutes; the effect 
passed away completely during the next 12 minutes, 
when some slight vasoconstriction developed. 

A second experiment was performed on the same 
patient on the 16th day of the cycle. Injection 
of stilboestrol, 5 mg.; no effect. Injection of 
adrenalin, 0.1 mg.; a marked vasoconstriction 
within 2 minutes, which persisted for 30 minutes, 
when the observations were discontinued. 

Patient 4. Normal genitals; normal menstrual 
cycle; had one child 12 years previously and wants 
another baby. Experiments 12 days after the 
period. Injection of oestrone, 5 mg.; vasodilatation 
develops within 6 minutes. Injection of pituitrin, 
o.5 ml. marked vasoconstriction within 2 minutes, 
which lasted for 12 minutes, when the experiment 
was discontinued. 

A second experiment was performed on the same 
patient 16 days after the last period. Injection of 
stilboestrol, 50 mg.; 4 mm. of vasodilatation 
developed in r minute. Injection of prostigmin, 
3 mg.; immediate vasodilatation, reaching its 
maximum in 3 minutes, and persisting for 12 
minutes, when observations were discontinued. 

Patient 5. Unmarried medical student, with 
menstrual bleeding only 2 or 3 times a year; last 
bleeding 4 months previously. Injection of 


oestradiol, 2.5 mg.; slight vasodilatation (9 mm.). 
Endometrial biopsy showed a poorly developed 
oestrogenic endometrium. 

Patient 6. Married woman; childless; periods of 
amenorrhoea of 5 to 7 months; last bleeding 6 weeks 


previously. Injection of oestradiol, 5 mg.; no 
response. Endometrial biopsy showed a very thin 
endometrium, with glands corresponding to the 
normal cycle on the 6th or 7th day. 

Patient 7. Married woman; childless; no men- 
struation for 10 years. Cyclical hormone treatment 
with oestrogens and progesterone had produced 
artificial bleeding in previous years. Injection of 
oestradiol, 25 mg., no effect. Injection of nicotinic 
acid, 50 mg.; no result. Biopsy showed a com- 
pletely atrophic endometrium. 

Patient 8. Four weeks after childbirth, nursing 
the baby; no menstruation since the confinement. 
Injection of oestrone 5 mg.; slight vasoconstriction 
(8 mm.) within 3 minutes. 

Patient 9. Married; suffers from menorrhagia; 
28-day cycle; bleeding period, 10 days. Experi- 
ments 18 days after last period. Injection of 
oestradiol, 5 mg.; vasodilatation of to to 20 mm. 
developed within 2 minutes. Injection of oestra- 
diol 25 mg. 25 minutes later a similar (no 
greater) response was obtained. Repetition of the 
injection of 25 mg. of oestradiol on another occasion 
on the 12th day after the end of bleeding gave the 
same response as on the first occasion. 


Conclusion. Oestrogens in doses of 2 mg. 
or more produce more or less marked tem- 
porary vasodilatation in the endometrium. 
When the endometrium is poorly developed 
the response is less pronounced. When the 
endometrium is completely atrophic 
(secondary amenorrhoea of long standing) 
no vascular change occurs. Stilboestrol 
was less active than the natural oestrogens. 
Pitocin is without effect; pituitrin and 
adrenalin constrict the blood-vessels 
rapidly, markedly, and for a long time. 


Expenments with Progesterone (4 ex- 
periments on 3 patients). 

Patient 10. Normal genitals; 28-day cycle; 
experiment on 2oth day of the cycle. Injection of 
progesterone, 100 mg.; vasodilatation (15 msi.) 
within 7 minutes which remained unchanged for 
nearly 20 minutes. 

Patient 11. Normal genitals; menorrhagia; 
26-day cycle. Injection of 100 mg. of progesterone; 
very slight dilatation (5 mm.) for 10 minutes. 
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Injection of 50 mg. of stilboestrol; very temporary 
dilatation (3 mm.). 

Patient 9. As above—experiment on 13th day 
of cycle. Injection of 100 mg. of progesterone; 
vasodilatation (20 mm.) within 5 minutes. 

Second experiment during luteal phase 3 days 
before the onset of the period. Injection of 100 
mg. of progesterone; slight dilatation (4 mm. only). 
Injection of 5 mg. of oestrone 10 minutes later: 
further dilatation for 6 mm. 


Conclusion. Progesterone seems to have 
a small vasodilator effect. 


Experiments with Testosterone propion- 
ate (8 patients). 

The solution employed contained 12.5 
mg. of the hormone in 1 ml. of propylene 
glycol. 

Patient 12. Normal genitals; 28 day menstrual 
cycle; one child; last period 11 days previously. 
Injection of 125 mg., initial dilatation for 1 minute 
followed by a slow vasoconstriction reaching a 
level of 11 mm. after 30 minutes and persisting for 
another 30 minutes. Injection of 1.5 mg. of 
oestrone (1 hour after testosterone); no effect. 

Patient 13. Normal genitals; 28-day menstrual 
cycle; injection given on 14th day of cycle. 

Injection of 125 mg. followed by a second in- 
jection of 125 mg. 18 minutes later (see Fig. 3): 
slight initial vasodilatation followed by vasocon- 
striction which was intensified by a second injec- 
tion. 

Patient 14. Normal genitals; 28-day menstrual 
cycle; dysmenorrhoea membranacea; last period 14 
days previously. Injection of 125 mg.; after 6 
minutes vasoconstriction developed (maximum 
10 mm.) which persisted for 30 minutes. 

Patient 15. Normal genitals; 28-day menstrual 
cycle, dysmenorrhoea; last period 25 days pre- 
viously. Injection of 125 mg.; after 6 minutes vaso- 
constriction of 13 mm. Injection of adrenalin 
(0.1 mg.) 12 minutes later; vasoconstriction 
of 40 mm. (greatest observed in this series) which 
was still present 20 minutes later. 

Patient 16. Menorrhagia; curettings showed 
cystic proliferation of the endometrium; last period 
9 days previously. Injection of 125 mg.; slight 
vasoconstriction of 3 mm. Injection of 1 mg. of 


oestrone; slight vasodilatation. 





Patient 17. Normal genitals; 28-day menstrual 
cycle, menorrhagia. Curettage 14 days previously. 
Injection of 125 mg. No vasoconstriction during 
subsequent 30 minutes. 

Patient 18. Normal genitals; 26-day menstrual 
cycle, menorrhagia. Last period 24 days pre- 
viously. Injection of 125 mg. Slight vasocon- 
striction of 5 mm. 

Patient 19. Fourteen days after miscarriage. 
Injection of 125 mg. Slight vasoconstriction of 5 
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Effects of testosterone propionate on endometrial 
blood-flow. Heating of coil in balloon on catheter 
begun at 2.15 p.m. At 2.27 p.m. the steady state is 
attained. At 2.30 injection of 125 mg. of testos- 
terone propionate given intravenously; repeat 
injection at 2.48 p.m. Note vasoconstriction. 
[Downward deflection = vasoconstriction. | 


Conclusions. Testosterone propionate 
generally has a vasoconstrictor effect after 
an initial temporary dilatation; the degree 
of vasoconstriction is variable but is not 
dependent on the phase of the menstrual 
cycle. The vasoconstriction lasts longer 
than the vasodilatation produced by 
oestrogens. The itching effect in the 
external genitals was marked in all cases 
and was worse when larger doses of testos- 
terone were injected; it disappeared after a 
few minutes. 


DISCUSSION. 
No previous studies appear to have been 
made of the blood-flow in the human endo- 
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metrium and of the effect of sex hormones 
on the endometrial vascular bed. Robson 
and Schild (1938) examined the effects of 
drugs on the blood-flow and activity of the 
whole uterus in animals: different species 
reacted differently. Markee (1932a, 1932b) 
examined the vascular changes in the rab- 
bit’s uterus and in endometrial transplants. 
Reynolds and Foster (1939a, 1939b, 1940a, 
1940b) examined the peripheral vascular 
action of oestrogens in men and in the ear 
of rabbits and found a vasodilator effect. 
Carloni (1930) noted that oestrogens dilated 
the capillaries of the nail bed. Reynolds 
and Foster found that oestrogens dilated the 
minute vessels of the skin and _ nasal 
mucosa in women, but the rate of blood- 
flow was not increased. 

The mode of action of the sex hormones 
on the blood-vessels is undetermined. They 
may act directly on the vessel wall or 
indirectly through other mechanisms. It 
should be remembered that intravenously 
injected sex hormones are quickly des- 
troyed in the blood and are also rapidly 
eliminated by the liver. 

The vascular effects produced in women 
have been recorded and summarized 
above. In 7 instances curettage of the 
uterus was performed not later than 1 hour 
after the experimental injections; as might 
have been expected no vascular changes 
were visible in the histological specimens. 

In a patient in whom 125 mg. of testos- 
terone propionate were injected during an 
abdominal operation, blanching of the 
uterus was produced within 3 minutes and 
persisted for about 6 minutes. 

It is worth emphasizing that both adre- 
nalin and pituitrin produce much more 
lasting vascular effects than do the sex 
hormones. 


SUMMARY. 
(x) An instrument is described by means 
of which changes in blood-flow in the endo- 


metrium of the human uterus can be re- 
corded. The method of using the apparatus 
is described. 

(2) The effects of intravenously injected 
sex hormones and other substances on the 
endometrial blood-flow were studied. 

(3) Natural oestrogens and to a less 
extent progesterone produce a vasodilator 
action; testosterone propionate produces 
predominantly a vasoconstrictor action. 
Stilboestrol has a trifling dilator action. 
Adrenalin and pituitrin have a strong and 
lasting vasoconstrictor action. 


I am greatly indebted to Professor 
Samson Wright (Middlesex Hospital 
Medical School) for his help and advice, to 
Sir Henry Dale, F.R.S., for supplying me 
with the literature, to Dr. Schallamach, 
F .Inst.Ph., in collaboration with whom the 
instrument was devised, to Dr. Macbeth, 
of Organon Laboratories (London) for put- 
ting at my disposal the hormones in 
Propylene Glycol for intravenous injec- 
tion, and to Dr. Coden and Dr. Kenig for 
the intravenous injections which they gave 
the patients. 
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Amenorrhoea Traumatica (Atretica) 
BY 


JOSEPH G. ASHERMAN, 


Department of Obstetrics and Gynaecology, Hadassah Municipal 
Hospital, Tel-Aviv, Palestine. 


UNDER the above name I shall describe a 
specific type of amenorrhoea which, in 
spite of its prevalence, has not yet found 
a fitting place and description in gynaeco- 
logical literature. 

Following complicated labour or abor- 
tion a stenosis or blockage of the internal 
os of the cervix may occur under certain 
conditions, thus producing amenorrhoea. 
This amenorrhoea is not functional but 
organic; ovulation continues but the uterus 
does not react and the endometrium re- 
mains in a state of inactivity. Hormonal 
therapy is neither reasonable nor effective, 
whereas simple removal of the blockage is 
sufficient to restore menstruation to normal. 

The diagnosis and recognition’ of this 
type of amenorrhoea is therefore not 
merely of academic interest, but is also 
important in practical therapeutics. 

Aetiology. Stenosis may occur under the 
following conditions : 

(a) Curettage during the puerperium, 
because of a potential polyp or atony of the 
uterus. 

(b) Curettage for a ‘‘ missed’’ abortion. 

(c) Single, or repeated, curettage after a 
spontaneous or induced incomplete abor- 
tion. 

(d) Curettage for a hydatidiform mole. 

(e) Severe postpartum atony without 
instrumental but with other mechanical 
interference (manual removal of placenta, 
intrauterine packing). 

Anatomy. The degree of stenosis varies 
from case to case; from those with com- 
plete occlusion, in which even a thin sur- 


gical sound cannot be passed, to a slight 
narrowing in which very little force is 
needed to pass the usual uterine sound. 
Clinical manifestations are not dependent 
upon the extent of narrowing. 

Diagnosis. The outstanding feature is 
the absence of menstruation, though some- 
times a slight ‘‘ spotting’’ occurs. There 
may be pain in the lower abdomen and 
back coming on once a month, even in 
women giving no previous history of dys- 
menorrhoea. At the same time the patient 
develops the usual allergic or vegetative 
disturbances specific to her menstruation, 
such as eczema, headaches, rapid pulse, 
etc., apart from which she feels well. The 
basal body temperature is biphasic. Upon 
sounding a block is encountered at the level 
of the internal os. Bimanual examination 
is normal except for incidental findings 
such as myomata, etc., but there is 
definitely no diminution in uterine size. 

Differential diagnosis. Many women 
suspect pregnancy, but the differential 
diagnosis is not difficult. It is important 
to differentiate between the traumatic type 
of amenorrhoea and the other known types, 
in order to avoid waste of valuable time on 
useless therapeutic measures. A careful 
history with the signs enumerated above 
serves to prevent error. 

Prognosis. The amenorrhoea may per- 
sist for months and years. In most cases 
there is a minimal restoration of the uterine 
function which will not respond to hor- 
monal therapy, even surgical intervention 
not exerting any prolonged influence. 
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Appropriate therapy, however, brings 
abouta return of menstruation, which is not 
always of the same intensity and duration 
as previously. In such cases, lapse of time 
and extent of injury are of major import- 
ance. 

Further observations are necessary in 
order to determine the extent of impair- 
ment of fertility. 

Prophylaxis. In order to obviate the 
development of stenosis it is advisable to: 
(a) Inspect the placenta carefully after 
delivery and, if there is any doubt as to its 
integrity, make a manual exploration of 
the uterine cavity; (b) use conservative 
treatment as far as possible in every case of 
early or late uterine atony; (c) evacuate the 
uterine cavity in cases of missed abortion as 
soon as diagnosed, without waiting weeks 
or months for spontaneous abortion to 
occur; (d) secure complete evacuation of 
the uterus in cases of spontaneous or in- 
duced abortion. 

If the necessity for an intervention 
which might possibly cause amenorrhoea 
arises in spite of all precautions, the patient 
should be asked to return for a check 6 to 
8 weeks later and should be instructed to 
avoid sexual intercourse meanwhile. If 
menstruation has not appeared, bimanual 
examination is not sufficient and a sound 
should be passed into the cervix to deter- 
mine its patency. 

Therapy. Treatment is surgical and not 
hormonal. Following suitable disinfection 
and bimanual examination to ascertain the 
size and position of the uterus, the cervix 
is gripped and an attempt made to pass a 
sound into the uterus. If resistance is met, 
the attempt is renewed with narrower 
surgical sounds which have been bent like 
the uterine sound. If one of these sounds 
succeeds in passing the obstacle, the cer- 
vical passage is gradually dilated, dilata- 
tion ceasing when difficulty is met (usually 
Hegar 7 to 8). This marks the end of inter- 


vention, and menstruation will ensue at 
the proper time, namely 4 weeks after the 
last menstrual pains or at the end of the 
second phase of the basal body-tempera- 
ture curve (provided that measurement of 
the latter commenced early enough). 

If the stricture is so great that even a fine 
sound does not pass, the operation should 
be stopped. In most cases the slight 
mechanical irritation involved in this 
unsuccessful attempt will prove sufficient 
to initiate the onset of menstruation, with 
slight loss lasting a few days only, and re- 
turning at regular intervals. If the results 
do not satisfy the patient or the physician 
the attempt to pass the sound may be 
repeated following a period of observation. 

Complications. Necessary as gentleness 
and care are in this measure, the use of a 
certain amount of force is inevitable. How- 
ever, any exaggeration in this respect may 
lead to a perforation of the tissues. When 
this occurs the operation is immediately 
suspended and the patient is put back to 
bed, but may get up and walk about next 
day without fear of any complications. 

Proposed name. Amenorrhoea trauma- 
tica, or amenorrhoea atretica. 


CASE REPORTS. 

The present account omits all reference 
to the initial cases, in which a suitable 
method of treatment was sought. The 
material used is restricted to the period 
since 1944. During the 3 years 1944-1946, 
29 cases of traumatic amenorrhoea were 
dealt with. These were classified as shown 
below (Table I). 

First place among the causes of traumatic 
amenorrhoea is taken by postpartum 
haemorrhage. It was considered import- 
ant to ascertain the proportion in which the 
amenorrhoea develops following post- 
partum curettage, manual removal of the 
placenta or packing of the uterus after 
delivery. Unfortunately, the available 
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TaBLeE I. 
Cases by Causes of Amenorrhoea. 





Pregnancy No. of Curettage 
complications cases 

Metrorrhagia postpartum II 7 
Missed abortion 7 6 
Incomplete abortion 8 2 
Procured abortion 2 I 
Hydatidiform mole I I 

29 22 


25 - 
Repeated curettage Manual removal Packing 
of placenta of uterus 
2 I I 
I - - 
I - _- 
I =— _ 
5 I I 





material cannot indicate percentages, not 
only because there is not enough of it, but 
also because in most cases the injury had 
been inflicted prior to the period covered by 
the report, and treatment only fell within 
this time; while certain cases had their 
confinements in other institutions and came 
to us only for subsequent treatment. 
Finally, it is not impossible that women 
injured in our hospital went elsewhere for 
subsequent treatment. During the years 
1944-1946, our department carried out 13 
curettages in childbed (5 of these women 
underwent later treatment for amenor- 
rhoea), 71 manual removals of the placenta 
(x treatment), and 6 intrauterine packings 
(1 treatment). So that it seems that post- 
partum curettage constitutes the chief factor 
in the development of traumatic amenor- 
rhoea. 

The following cases illustrate the course 
of the disease, its causes and cure. 


Case—E 1. Amenorrhoea traumatica following 
curettage in the puerperium. 

L. R., nurse, aged 34. In 1940 she had an 
abortion in the second month and was curetted. 
In 1942 normal birth and manual removal of the 
placenta. On 15th May, 1945, a normal birth and 
puerperal fever. She was treated with penicillin 
and discharged after 7 weeks in hospital. A week 
later she came back with a considerable haemor- 
rhage and a placental polyp was removed by 
curettage. She reported on 23rd April, 1946, 
complaining of amenorrhoea, pains once a month, 
nausea and headache. Her child had been 
weaned 7 months earlier. Examination showed 


the uterus to be enlarged by a small myoma. 
Uterine sounding was performed on 28th April, 
1946. A slight stricture was found at the level 
of the internal os. A fortnight later menstruation 
appeared, continued for 3 days (previously 4/28), 
and has been regular since. Nausea and headache 
have vanished. 

Case 2. Amenorrhoea traumatica due to re- 
peated curettage during the puerperium. 

I. A., aged 31, 2 normal deliveries. About a 
month after the second delivery she was admitted 
with a considerable haemorrhage. Curettage was 
performed and repeated 5 days later. On each 
occasion fragments of placenta were removed. 
Blood transfusion was performed twice. Read- 
mitted on 18th July, 1944. Five months after 
the second birth, complaining of amenorrhoea. 
Slight discharge and pains were experienced every 
month. Uterine sounding was performed and the 
narrow internal os was dilated. Since then 
menstruation has been 3/28 (formerly 5-6/28) 
without pain. Last menstruation 15th September, 


1946. Pregnant when seen on 17th November, 
1946. 
Case 3. Amenorrhoea traumatica due to diffi- 


cult removal of placenta. 

B. H., aged 33. 
the development of a vesico-vaginal fistula. Four 
months later the fistula was repaired, after which 
menstruation recommenced. 1941: 5% months 
miscarriage. 1943: incomplete abortion and 
curettage. 

5th August, 1943, 54 months miscarriage, 36 
days after rupture of membranes and manual 
removal of a firmly adherent placenta. 

Following this there was amenorrhgea. 


1939: craniotomy followed by 


26th 


January, 1944: attempted sounding produced a 
perforation. Thereafter menstruation was normal. 
1944, not yet pregnant; 


29th October, sound 
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passed without difficulty. 8th May, 1945: Rubin 
test positive. 16th October, 1946: induction of 
premature labour at eighth month, a week after 
intrauterine death of the infant. Since then, 
menstruation normal. 

Case 4. Amenorrhoea traumatica due to intra- 
uterine packing. 

T. H., aged 33. Married 9 years. In April, 1940, 
she had a forceps birth and postpartum haemor- 
rhage, which required packing of the uterine 
cavity and blood transfusion. Since then, 
menstruation has been absent. Intensive hor- 
monal treatment had no effect. On 17th July, 
1944, a uterine sound was passed. Two obstaclés 
were found, one at the level of the internal os, 
and the second, more obstinate, at the height of 
2in. (5% cm.). After passage was forced the sound 
penetrated to a depth of 3 in. (8cm.). Dilatation up 
to Hegar 9 and curettage was done, no material 
being obtained. After this, menstrual pains were 
experienced every month and there was a slight 
pink discharge, but no menstruation. Hormonal 
treatment, diathermy and autohaemotherapy 
were all tried but without effect. On 25th Decem- 
ber, 1946, their was a second soundage, with 
similar findings and measures. A little material 
was withdrawn by curettage, and upon micros- 
copic examination atrophied mucous membrane 
was found. Since then she has had 2 days of 
weak menstruation monthly. Her temperature is 
biphasic all the time. We are preparing to conduct 
a third soundage, leaving a swab soaked in sterile 
paraffin in situ for a day or two. 


The cause which is second in importance 
is missed abortion. During the period 
covered by this report, 207 cases of missed 
abortion passed through our department 
and were treated by curettage. This 
number is very high, and can be accounted 
for by the exaggerated use of progesterone 
in cases of impending or commencing 
abortion. Cases of amenorrhoea following 
missed abortion numbered 7, but here, as 
well, it was impossible to calculate percent- 
ages for the reasons given above. In one 


case I; months had elapsed between the 
death of the ovum and the curettage, 3 
months in another case; more than 4 


months in 3 others; while in respect of the 
remaining 3 cases information was not 
sufficient. 

The small number of cases does not 
allow any conclusions to be drawn as to a 
definite relationship between amenorrhoea 
and length of time during which the dead 
ovum remains within the uterus. More 
uncommon are cases of amenorrhoea 
following normal abortions (natural or 
induced) or mole. Of this group I shall 
quote only I case. 


Case 5. Amenorrhoea traumatica due to curet- 
tage after incomplete abortion 

D. S., aged 41, married 4 a year. Four years 
ago she had peritonitis suppurativa following 
appendicitis, later complicated by empyema. 
Operated on 3 times. During sickness and 
convalescence, menstruation was absent for 7 
months, but afterwards returned. In June, 1946, 
there was a natural abortion in the third month 
followed by curettage at the Hadassah Hospital 
without complications. On 2oth September, 1946, 
she was readniitted, stating that since curettage 
there had been menstruation. At the Sick Fund 
dispensary she had received Di-Menformon and 
Progestin treatment without effect. A slight left 
version of the uterus was found, with a myomatous 
node about as big as a plum on the right side, 
and slight enlargement of the right ovary. She 
was ordered to take her basic temperature for 2 
months and to wait, in case menstruation returned 
meanwhile. Temperature was biphasic, the end 
of the second phase being marked on each occasion 
by menstrual pains, without loss. 

On 18th November, 1946, she was admitted to 
hospital and sounding performed. A stricture was 
found at the level of the internal os. Dilatation to 
6% Hegar was performed, followed by curettage. 
Microscopic examination (by Dr. Casper) showed 
somewhat enlarged glands with no imndication of 
secretion. Cyclic changes could not be observed. 

On 30th November, 1946, there was blood for 
1 day. On 19th December, menstruation for 3 days, 
preceded by temperature of 39°C. (102°F.), 
accompanied by considerable pains. On 14th 
January, 1947, there were 3 days of normal 
menstruation. Since then, menstruation has been 
normal. 
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RESULTS OF TREATMENT. 
Mechanical treatment proved immedi- 
ately successful in all save 2 cases. Men- 
struation reappeared in the same month. 
Table II shows the results. 


In 18 cases normal menstruation was 


TABLE 
Duration of Amenorrhoea 





27 
August, 1945, incomplete abortion. Curettage 
was performed and repeated on 7th September, 
1946, on account of continued loss of blood. A 
week iater—3 days loss, and a fortnight later— 
4 days loss, since when no menstruation. 
On 27th November, 1946, an attempted sound- 
ing produced a perforation. Since then there have 


II. 
and Results of Treatment. 











, Normal Delayed 
Duration of amenorrhoea No. of cases menstruation Hypomenorrhoea onset 
ig 3 months 5 3 I * 
4- 6 os 12 9 3 at les 
7-12)» 5 4 I = 
I- 2 years 3 I 2 - 
2- 5 ” 2 a I 
a oS » 2 I I - 
29 18 9 2 





restored, though in some it weakened in due 
course. There was an appreciable difference 
between the previous and the renewed 
menstruation in g cases, in several of which 
the mucous membrane was examined. 
Little material was removed, and this 
showed a characteristic picture on micro- 
scopical examination (by Dr. Casper). 
Besides the area in which cyclical pheno- 
mena were well developed and adequate, 
other areas were found in which only 
proliferation could be recognized, while 
secretion was inadequate; and other areas 
showed scar tissue changes and closed 
inactive glands. 

In 2 cases menstruation in weaker form 
recommenced only after several months 
had passed. In 1 of these (Case 4), the 
amenorrhoea lasted for almost 5 years until 
sounding was performed. In a second, to 
be described below, sounding was unsuc- 
cessful and led to perforation. 

Case 6. Amenorrhoea following repeated curet- 
tage. 

N. D., aged 32, married 12 years. Previous 
history: therapeutic abortion, normal delivery 
(5 years ago), spontaneous abortion. On 5th 


* Sounding unsuccessful, perforation of uterus. 


been pains for 2 days each month. Since 17th 
June, 1946, monthly menstruation lasting 3 days 
with small loss of blood. 


Special attention should be paid to the 
following case, in which the sounding was 
effective and restored the menstrual cycle. 
Because of the renewed stricture, however, 
blood was retained within the uterus, thus 
producing haematometra. Only after the 
obstacle was dealt with a second time did 
the collected blood leave, since when men- 
struation has been normal. This case has 


been included in the column “‘ normal 
menstruation ’’. 
CasE 7. Amenorrhoea traumatica following 


repeated curettage. 

B. B., aged 38, reported on 6th August, 1946, 
married 8 years, 2 previous deliveries. Induced 
abortion 6 months earlier, followed 2 weeks later 
by recurettage on account of strong haemorrhage. 
Menstruation absent since, but slight pains return 
every month. Pills and injections uneffective. 
Examination shows retroflexion of the uterus. 
Instructed to take basal temperature. 27th 
October, 1946, biphasic temperature. No mens- 
truation. Soundage. At the level of the inner os 
the sound met with resistance and was forced 
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through. Depth of uterus 3 in. (7% cm.). Dilatation 
to 714 Hegar. 6th December, 1946, no menstrua- 
tion. No change in basal temperatures. Second 
passage of sound, meeting with the same obstacles. 
After bursting the barrier blackish blood comes out 
of the uterus. Since then menstruation has been 


regular, lasting 2 days monthly. 


In 2 cases the sound entered the abdo- 
minal cavity. In 1 of them (Case 3), men- 
struation appeared at the proper time and 
continued normally until interrupted by 
pregnancy. In the second (Case 6), it 
appeared in attenuated form, following a 
delay of 3 months. In 1 case (Case 8), we 
were unable to force the barrier and the 
measure was suspended. Menstruation 
appeared at the normal time and continued 
regularly as hypomenorrhoea. Twelve 
weeks later the measure was attempted 
again, but without success on this occasion 
too. The form of menstruation did not 
change. 


Case 8. Amenorrhoea traumatica due to curet- 
tage in puerperio. 

H. G., aged 33, married 9 years, normal delivery 
7 years before. Second delivery on 25th July, 1945. 
Three weeks later considerable haemorrhage, 
curettage (placental polyp). Since then mens- 
truation has been absent. Pains monthly in the 
lower abdomen, lasting 2-3 days. 

8th May, 1946. Unsuccesful attempt to pass 
sound. 

20th May, 1946. Menstruation lasting 24 hours. 

16th June, 1946. Menstruation lasting 2 days. 

18th July, 1946. Menstruation lasting for 1% 
days, with considerable pains. 

29th July, 1946. Second attempt to pass sound, 
again unsuccessful. 

Thereafter menstruation continued as described 
above. 


In summing up it is necessary to stress 
the fact, emerging in Table II, that when 
amenorrhoea lasted up to a year, the ratio 
between normal and weak menstruation 
was 16:5. In cases where it continued 
longer the ratio was 2:5. 


PREGNANCY FOLLOWING AMENORRHOEA 
TRAUMATICA. 


The observation period of 3 years is too 
brief for any definite opinion to be ex- 
pressed in respect of pregnancy following 
traumatica amenorrhoea. 

It will therefore be sufficient to report 
the facts. 

Up to the present, information is avail- 
able on ro cases of pregnancy, which con- 
stitute a relatively high percentage. In 6 
menstruation was normal after treatment 
and prior to conception. In 4 it was weak. 
Two pregnancies have not yet reached their 
term. Two ended in natural abortion, 3 in 
missed abortion, 1 in death of the child 
within the womb in the eighth month. One 
birth was normal with manual removal of 
placenta, and 1 required Caesarean section. 

The large proportion of irregular preg- 
nancies is striking. Most cases showed 
grave irregularities in previous pregnancies 
as well, hence these phenomena do not need 
to be attributed purely to the effects of the 
measures taken. 


DISCUSSION. 


Amenorrhoea developing because of 
injury, and its simple treatment by passing 
a sound and dilatation, raises a number of 
questions the answers to which cannot, for 
obvious reasons, be supported by anato- 
mical and histological examination of the 
affected organs. Any attempt to classify 
them can therefore be based only on theo- 
retical assumptions. 

The first question is how to explain the 
stricture in the vicinity of the inner os. The 
generally accepted view that undue or 
sudden force used in the dilatation preced- 
ing curettage may cause definite cervical 
injury, and that curetting the cervical canal 
vigourously will denude the opposed 
cervical folds, leading to agglutination and 
stenosis, might be correct in isolated cases, 
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but cannot serve as a general explanation. 
Our material includes 2 cases in which there 
was neither dilatation nor curettage, and 
II cases in which only curettage was per- 
formed. Apart from which the walls of the 
uterus, and not those of the cervix, are 
curetted. 

In our opinion, under certain conditions, 
the uterus reacts to curettage by tetanic 
contractions, which may pass after a few 
moments or hours, but may also continue 
so long as to become permanent. The con- 
traction of the circular muscles round the 
uterine os, causes the os to narrow at the 
close of any abrasion. In the cases under 
consideration here, prolonged spastic 
stricture becomes organic in the course of 
time. The mechanism may be compared 
to that which affects the blood vessels in 
toxaemia of pregnancy. 

This pathological reaction of the uterus 
is the outcome of a graver injury than usual, 
such as repeated curettage or deep curet- 
tage for missed abortion (in which it is 
sometimes difficult to differentiate between 
organized placenta material and uterine 
muscle), or as a result of a normal or even 
very slight injury when the uterus has been 
harmed by large-scale haemorrhage. 

The second question is : Is the mechanical 
factor of narrowing the uterine os sufficient 
to account for absence of menstruation ? 
The reply would be in the affirmative if this 
mechanical factor were to inhibit the 
hormonic cycle, or if the blood were to 
accumulate behind the stricture with the 
development of haematometra. 

The actual facts, however, point to 
neither one nor the other. The hormonal 
cycle is not affected and ovulation remains 
normal. In all cases basal temperature 
remains biphasic; and menstruation reap- 
pears punctually at the end of the second 
phase, if the obstacle is removed during the 
cycle. What is affected is the reaction of 
the uterus to hormonal stimuli. The inter- 
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esting phenomenon known as non-ovulat- 
ing bleeding, in which regular menstruation 
appears despite absence of ovulation, has 
long been familiar. What has been des- 
cribed above is the precise antithesis, an 
absence of menstruation in spite of regular 
ovulation, a sort of ‘‘ ovulating non-bleed- 
ing’’. 

The endometrium remains in a state of 
entire quiescence for a long time, some- 
times for years on end. It is restored to 
activity as soon as the sound is introduced 
into the uterus; sometimes even when 
nothing more is achieved than an attempt 
to introduce it. 

This would be impossible without involv- 
ing the nervous system; and we must 
assume that both inhibiting and restorative 
stimuli are transferred by the reflexes to the 
point where their effect is exerted. This 
hypothesis also makes it possible to under- 
stand the traumatic amenorrhoea which is 
occasionally met with from a different 
source, namely, the amenorrhoea following 
the development of a_ vesicovaginal 
fistula, which vanishes rapidly after sur- 
gical repair of the fistula. In this con- 
nexion, mention should also be made of an 
analogous phenomenon in the field of 
urology; reflex anuria as a reaction to a 
stone in the ureter. 


AUTHOR’S ADDENDUM. 

Some time after completing this paper I 
came across an abstract (published in the 
American Journal of Gynecology and 
Obstetrics, 53, 1060, 1937). The author has 
kindly supplied me with a copy of the 
original paper (Stamer, S. “‘ Partial and 
Total Atresia of the Uterus after Excoch- 
leation ’’, Acta Obstetrica and Gynecolo- 
gica Scandinavica, 26, 263-297, 1946). 

The author gives a brief review of 37 
cases of uterine atresia published between 
the years 1894 and 1933, 20 of them by B. 
Bass in 1927, the others by a number of 
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authors, among them classics like Wer- 
theim, Kustner, Fritsch, Veit, Halban and 
others. 

To the above cases he adds and details 
24 cases seen by him in the Gynaeco- 
logical Department 1 of the Rigshospital in 
Copenhagen during the past 2 years. His 
conclusions are in many respects similar to 
mine. But his conception of the mechanism 
of atresia deserves some criticism. 

Stamer believes that a too energetic 
abrasion removes a thin layer of the 
musculature and thus produces a condition 
favouring occlusion. 

As I have pointed out above, we have to 
revise this old viewpoint, and have to find 
an explanation suiting not only the excep- 
tional cases of mutilated uterus, but every 
case of stenosis and atresia following cur- 
rettage, and this I have tried to do in the 
discussion. 

Stamer believes that the menstrual flow 
continues undisturbed behind the block- 
age: 


On exploration the uterus will sometimes prove 
to be enlarged by haematometra, but in most cases 
it will feel normal in size or even a little diminished. 
If the uterus is enlarged it means that it has not 
been able to get rid of the menstrual products 
formed every month. These products remain in 
the uterus and increase in amount from month to 
month, bringing about a distension of the uterus, 
which thus increases in size and thus may simulate 
a condition of pregnancy. In those cases in which 
the uterus is of normal size or a little diminished 
the menstrual products are every month evacuated 
into the tubes. Under such conditions no haema- 
tometra is formed, but why the uterus then often 
feels small is difficult to explain. 

In most cases the tubes appear to be perfectly 
normal, but sometimes they are transformed 
into haematosalpinges, and all transitions may 
be encountered from slight thickening of the 
tubes to large massive intumescences which, in 
connexion with adhesions, may completely fill the 
pelvic cavity. In those cases in which the uterus 
evacuates its contents into the tubes, and the 


latter evacuate the greater part of the contents 
through the abdominal ostium into the peritoneal 
cavity, the uterus and tubes will feel normal— 
or, as mentioned, the uterus will sometimes appear 
a little small. In these cases the menstrual pro- 
ducts may be absorbed from the peritoneal 
cavity or—if the menstruation is more profuse— 
settle in the pelvic cavity, where eventually they 
may undergo organization and perhaps in certain 
cases give rise to the formations of adhesions. 

In cases where the menstrual products do not 
pass out into the peritoneal cavity—either because 
of changes in the tubes as salpingitis and similar 
phenomena, or because the menstrual products 
contain some flakes too large to pass even through 
normal tubes, or a combination of both factors— 
haematosalpinges will result. If the obstruction 
to the passage is located laterally in the tubes, 
haematosalpinges will first develop, and later be 
followed by haematometra. If the obstruction is 
located medially in the tubes or even at the uterine 
orifice, only haematometra will result. 


This description is in contrast to the real 
findings, even in Stamer’s own cases. He 
never met a haematometra and only in 3 
cases ‘‘a tender and soft intumescence of 
one adnex ’’ and in 3 cases one adnex ‘‘a 
little thickened and tender.’’ Bass, who 
published 20 cases of cervical atresia after 
induced abortion ‘‘ never found the lesion 
associated with haematosalpinges or hae- 
matometra.’’ The same applies to our 
cases. 

Moreover, it is an indisputable fact that 
in the many instances when the endome- 
trium was examined immediately after 
breaking through the atresia, no cyclic 
changes could be observed. We must, 
therefore, conclude that Stamer’s supposi- 
tion of the occurrence of menstruation is 


erroneous. 

But for these differences, which mainly 
concern the mechanism of the disturbances, 
we have both reached the same conclusion, 
about diagnosis, treatment and the fre- 
quency of the disease hereby titled: 
‘* Amenorrhoea traumatica ’’. 
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THIS case is recorded because no descrip- 
tion of anything like it has been found in 
the standard textbooks and, while expert 
pathological advice was unable to find any 
exact solution of its histological problem 
and the description is thus somewhat in- 
conclusive, it is possible that similar cases 
may be brought to light and the condition 
accurately determined. 


CasE RECORD 

History. A woman aged 26, was seen in con- 
sultation on February 22nd, 1946, because of an 
unusual appearance of the cervix uteri, coupled 
with a blood-stained discharge, in the 36th week 
of pregnancy. She had had one normal previous 
pregnancy—which had resulted in the birth of a 
healthy boy in 1944. The second child was due 
on March 2oth, 1946, and was not by her husband. 

No history of any important disease was 
obtained, but in answer to a direct question it 
was admitted that a blood-stained discharge had 
been noticed in December, 1945, at about the 28th 
week of pregnancy. However, as there were no 
other symptoms, little attention had been paid to 
it and the pregnancy otherwise had progressed 
normally. 

Examination. In appearance, the woman was 
of slight buiid and rather pale, but made no 
complaint of illness. The fundus uteri was at a 
level appropriate for 36 weeks of pregnancy and 
the foetus appeared active, presenting by the 
breech with its back to the right. There were no 
toxic signs, and no evidence of cystitis or ureth- 
ritis. 

Vaginal examination disclosed no abnormality 
of the bony pelvis and no unnatural hardness 
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could be determined in the cervix, although its 
outline was definitely irregular. Viewed through 
a speculum, however, the cervix was grossly 
hypertrophied, showed numerous areas of ulcera- 
tion exuding purulent material and bled freely at 
the lightest touch. Indeed, on excising a piece for 
biopsy, bleeding was brisk enough to require 
vaginal plugging, which was done with gauze 
soaked in Bonney’s blue paint. 

Diagnosis. A tentative diagnosis of cervical 
cancer was made on these clinical findings and the 
woman was admitted to hospital forthwith for 
further investigation and treatment. 

Progress and Treatment. There was no fever 
and no further bleeding occurred when the vaginal 
plug was removed after 24 hours, although there 
was a markedly offensive discharge, which 
increased daily in quantity. X-ray examination 
confirmed the presentation of the foetus and dis- 
closed no other abnormality. The Wassermann 
reaction and gonococcal fixation tests were 
negative, as were attempts to demonstrate the 
gonococcus by smear and culture. The blood 
count was normal. 

Dr. Gieave, pathologist to the Royal South 
Hants Hospital, reported on the cervical fragment 
as showing gross hypertrophy unlike anything he 
had seen previously, but no clear-cut evidence of 
malignancy. 

Thus, since clinical evidence, it seemed, would 
have to be relied upon in determining treatment, 
some organised plan was necessary and it was 
decided to examine the cervix under anaesthesia 
and repeat the biopsy, with provision and _ per- 
mission to proceed with Caesarean section as a 
preliminary to irradiation, if further evidence of 
maligancy was apparent. 

Operation. On February 28th, under nitrous 
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oxide and oxygen anaesthesia, the cervix was 
again exposed with a speculum and was found to 
present a remarkable condition of septic hyper- 
trophy so that the whole of the upper vagina was 
filled with an exuberant mass, oozing pus from 
many crevices and bleeding freely when touched. 

A fragment as large as a sugar lump was excised 
before the vagina was packed, but, from the 
enormous increase in size of the mass in the 6 
days since first examined, the presence of a 
neoplasm seemed certain and the risk of malig- 
nancy great enough to justify terminating the 
pregnancy forthwith by abdominal section. 

Accordingly, Caesarean section was performed 
through a midline sub-umbilical incision, a class- 
ical uterine incision being preferred because of 
the possibility of neaplastic involvement of the 
lower segment. Ether was added to the gas 
mixture to procure sufficient depth of anaesthesia 
and there was moderate cyanosis of the child at 
birth. This, however, a male weighing 534 pounds, 
soon recovered and showed no defect. The 
placenta was normal in appearance and insertion 
and bleeding was slight. No invasion of uterine 
body, parametrium or glands was detected. 

Puerperium. As unequivocal evidence of malig- 
nancy was confidently expected from the second 
biopsy, it seemed wise to avoid lactation and 
Stilboestrol 5 mg. daily for 10 days was given to 
the mother, together with a course of sulpha- 
thiazole amounting to 25 gm. This last was given 
with the object both of minimising the evident 
risk of intrauterine infection and also as far as 
possible to clear up the septic element of the 
cervical lesion preparatory to irradiation. Further 
smears and culture at this stage revealed a mixed 
vaginal flora with no evidence of haemolytic 
streptococci or gonococci. 

Clinically, the puerperium was uneventful and 
there were no_ postoperative complications. 
Indeed, it was the obvious well-being of the 
patient and the rapid decrease of the discharge 
(even allowing for the effects of sulphathiazole) 
that instilled the first doubts as to the accuracy 
of the diagnosis. The pathological reports com- 
pleted the dilemma. 

Pathology. Dr. Gleave, reporting on the second 
biopsy fragment, again commented upon the 
remarkable degree of hypertrophy and said that 
in his opinion the condition was malignant, but, 
as there were unusual histological features, he 
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would welcome other opinions. Through the good 
offices of the Pathological Advisory Committee, 
3 eminent pathologists kindly examined the 
sections and a transcription of their reports is 
given together with reproductions of the slides, 
(Figs. 1 and 2). It will be noted that the votes 
for and against malignant disease were now level 
at 2-all. 

Subsequent Progress. Again clinical judgment 
had the casting vote in the matter of action, but, 
read as a whole, the careful and detailed patho- 
logical opinions seemed to weigh against a diagnosis 
of malignancy and at least offered justification 
for withholding radical therapy for a further 
period of observation; a course which was borne 
out in practice. 

Detailed re-examination of the cervix on March 
2st, 1946, 3 weeks after operation, revealed rapid 
healing. The cervix was reduced to about a 
quarter of its former size and, although still 
oedematous and inflamed, it had regained its 
normal outline instead of presenting as an 
irregular proliferating mass. Slight bleeding 
occurred on touching it. 

By this time, the abdominal wound was soundly 
healed and the infant thriving, so that, with the 
need of radical treatment much less likely, the 
woman was discharged from hospital. 

Further examination on May 17th, 1946, 11 
weeks after operation, showed that, but for some 
slight superficial erosion around the external os, 
the cervix was indistinguishable from normal. 
Biopsy of a fragment from the eroded area was 
reported as showing evidence of superficial inflam- 
mation, but no signs of malignant disease. The 
sections are reproduced in Figs. 3 and 4. 

In view of the uncertain nature of the condition, 
the woman was advised to report for examination 
every 3 months, but unfortunately she soon left 
the district and, apart from the fact that she was 
alive and apparently well in June, 1947, no further 
information is available.* 


CERVICAL CANCER IN PREGNANCY : 
A SUMMARY. 
Pregnancy complicating cervical cancer 
is uncommon and the converse is probably 
very rare, the combined incidence of 





*See Addendum on page 35. 
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growths being variously estimated as I in 
2,000 (Sarwey, 1899) and I in 20,000 
(Nielsen, 1933) pregnancies. As would be 
expected, multigravidae in the fourth 
decade show the highest incidence and the 
disease is very rare in first pregnancy, sug- 
gesting cervical trauma as a determining 
factor. Sarwey reports a case aged 26. 

Persistent blood-stained discharge is the 
leading symptom and marked induration 
of the cervix (or part of it) is stressed by 
many as the most constant sign ; Kerr (1937) 
recording a case in which the diagnosis was 
correctly made in the first instance on this 
finding alone. Biopsy, of course, offers the 
most exact method of detecting the con- 
dition. 

Opinion is divided as to whether preg- 
nancy enhances malignancy, but its effects 
are probably much less than was thought 
formerly. In the absence of treatment, 
retrogression due to decreased vascularity 
in the puerperium might be expected. 

Treatment largely ignores the pregnancy 
and is decided by the extent of the growth 
when first seen. If the foetus is not viable, 
abdominal hysterotomy avoids trauma and 
can be followed by radical hysterectomy 
or irradiation, as preferred. If the foetus 
is viable, Caesarean section precedes simi- 
lar treatment of the growth. Only in cases 
where the cervix is dilated by the present- 
ing part before the disease is recognized is 
vaginal delivery practised. Difficult cases 
where the foetus closely approaches via- 
bility have been successfully treated by 
temporary irradiation followed in a few 
weeks by Caesarean section and radical 
hysterectomy; Berkeley (1934) records 
such a case with both mother and child alive 
20 years after operation. 

As to whether radical hysterectomy or 
irradiation is selected for the actual lesion 
still remains a matter of individual prefer- 
ence. Radical hysterectomy is certainly 
less arduous and probably less dangerous 

Cc 





than in non-pregnant cases, while irradia- 
tion is most effective when a combination 
of radium and X-rays is used and has a 
lesser primary mortality and a shorter con- 
valescence than operation. The 5-year 
survival rate is about the same for both 
methods. 


COMMENTARY. 


Using the summary of facts just set out 
regarding cervical cancer in pregnancy to 
provide a background, the present case can 
be analyzed and such information as it 
offers in retrospect extracted. 

To strike a balance of the diagnostic 
points, in favour of cancer were the persis- 
tent bleeding and the presence of a large 
and rapidly growing mass; against it were 
the woman’s age and the absence of palp- 
able induration in the cervix. Biopsy was 
neutral. 

However, that the diagnosis was in error 
is now reasonably certain and the woman’s 
escape from severe and unnecessary treat- 
ment may well have depended upon the 
puerperal administration of sulphathia- 
zole, not wholly fortuitous, but certainly 
without fully realizing its possiblities. 
As it was, she suffered Caesarean section, 
which may, or may not, have been inevit- 
able on purely obstetric grounds, but which 
might well have been delayed some weeks 
had the question of cancer not arisen. 

What then was the nature and cause of 
the lesion? Infection is the obvious alter- 
native to neoplasia, and it is worth noting 
that the absence of induration, although 
disregarded, held good as a physical sign, 
and that biopsy, even in most expert hands, 
was equivocal in its findings. 

Professor Capell’s comparison with 
papilloma virus lesions is interesting and 
worthy of further study, but, before dis- 
carding commonplace organisms, the 
gonococcus and all its wiles must be 
remembered, despite negative cultures and 
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fixation tests. Indeed, if one somewhat 
fanciful explanation of the whole picture 
is allowed, it would be tempting to consider 
venereal papillomata (with or without 
their virus) as secondary phenomena in 
extinct gonococcal lesions and to represent 
the cervix in this particular case as an out- 
size lesion of this kind. 

Such speculation; however, is of small 
value. Enough has been said to draw 
attention to an alarming appearance of the 
pregnant cervix, which lesion may be rare 
enough to merit publication in its own right, 
but which, if at all common, perhaps 
deserves some mention in the standard 
literature of reference. 


SUMMARY. 

A case is described of a multigravida, 
aged 26, in whom gross hypertrophy of the 
uterine cervix with blood-stained discharge 
led to an erroneous diagnosis of cancer in 
the 37th week of pregnancy. 

Immediate Caesarean section produced 
a healthy child and rapid healing of the 
cervix following a puerperal course of sul- 
phathiazole was noted. Equivocal biopsy- 
findings are recorded and the facts regard- 
ing cervical cancer in pregnancy are sum- 
marized. 

The diagnosis points are reviewed in 
retrospect. 


My thanks are due to Dr. H. Gleave, 
Pathologist to the Royal South Hants 
Hospital, for carrying out all investigations 
and for preparing the sections and to 
Professors M. J. Stewart, D. F. Cappell, 
and J. H. Dible for their kindness in exam- 
ining the slides and giving detailed 
opinions, as well as to Dr. Shipley Stewart 
of Lymington in whose care the case was 
originally. 


PATHOLOGICAL REPORTS 
Professor M. J. Stewart. 
‘* This [section] shows very notable proliferative 


activity of both endocervical and squamous 
portions of cervix, but especially the latter. It is 
well differentiated squamous epithelium, but 
very active indeed, containing in places mitotic 
figures in large numbers. There is also very 
notable intermingling of squamous and glandular 
tissue due, I should say, to downgrowth of the 
squamous element, since many of the glands are 
apparently stretched out as a result of this over- 
growth. Abundant signs of inflammatory change 
are present, including collections of pus, both 
within the lumen of some of the endocervical 
glands and also in relation to some of the squamous 
epithelium, while the stroma generally shows 
patchy infiltration by plasma cells and lymph- 
ocytes. I imagine that the existence of pregnancy 
may have a stimulating effect on proliferative 
activity in the cervix as elsewhere, but Iam bound 
to say I think the squamous epithelial overgrowth 
here is not mere metaplasia, but neoplastic. Admit- 
tedly, there is direct continuity between the 
squamous epithelium and the glandular at many 
places, such as one sees in squamous metaplasia, 
but there is far greater evidence of proliferative 
activity in the squamous epithelium than I have 
ever seen in metaplasia. In addition, much of the 
deeper squamous tissue is irregular and the edge 
(stratum germinativum) is also irregular at many 
points. The most favourable aspect is the massive 
character of the proliferation, without small cell- 
groups infiltrating deeply beyond the general edge. 
Therefore, although I think the condition is most 
probably malignant, it is certainly not of the 
infiltrative type; but, as I say, I have no experi- 
ence of the effect of pregnancy on the portio 
vaginalis cervicis.’’ 


Professor D. F. Cappell. 


‘“T do not think the cervix is the seat of malig- 
nant disease. There is quite an unusual amount of 
proliferation and thickening of the squamous- 
epithelial covering, and also, I think, an increase 
of the cervical mucous glands with abundant 
inflammatory infiltration. I do not feel satisfied, 
however, that the condition is neoplastic. The 
thickening of the epithelium reminds me of what 
one sometimes sees in the so-called ‘‘ venereal 
warts ’’ in spite of the negative G.C.F.T. I wonder 
if this could be an infection of the cervix with the 
papilloma virus which seems to be responsible for 
that condition.”’ 
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Professor J. H. Dible. 

‘“The section shows cervicitis, infection and 
marked squamous overgrowth and replacement of 
cervical glandular epithelium. There is hyper- 
keratisis and a quasi-polypoid overgrowth of 
cervical epithelium. I have never seen an exactly 
similar condition as far as I can remember. I can 
find no definite evidence of malignancy; the 
polymorph invasion of squamous epithelium is, 
perhaps, a little susupicious. I think in this case 
the clinical condition should be an important 
guide in view of the unusual and rather equivocal 
histological findings. In any case, the patient 
should be watched.’’ 


ADDENDUM. 


Since this paper was written a further 
opportunity of examining the patient has 


occurred, and on November 17th, 1947, her 
cervix appeared normal, save for some 
slight increased vascularity around the os. 
Biopsy showed no evidence of malignancy : 
a smear and culture failed to demonstrate 
any pathogenic organisms and the Wasser- 
mann reaction and gonococcal fixation test 
were negative. 
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An Accessory Growth on the Posterior Commissure of the 
Labia Majora 
BY 
G. R. DE Begr, M.A., D.Sc., F.R.S., 
AND 


ISABEL G. SMITH. 
Department of Embryology, University College, London. 


THE case investigated was that of a woman 
aged 26 years, who was a para I, seen at the 
Royal Salop Infirmary, Shrewsbury, 2nd 
November, 1946. She had previously had 
spontaneous delivery of a 63 pounds living 
child on 29th March, 1946. There was no 
tear at the time of delivery and no stitches 
had been inserted. 

Fourteen days after the delivery the 
patient felt a lump at the vaginal orifice. 
At first this made coitus impossible; later 
coitus, although possible, was difficult and 
at times painful. 

At the time of delivery the midwife 
noticed a small lump posterior to the vaginal 
orifice but considered it to be merely a 
varicose vein. The patient had not noticed 
anything abnormal herself before the birth 
of the child. 

Seen in hospital on 2nd November, 1946, 
the patient was found to have what 
appeared to be a small tumour, 13 inches 
by 1 inch, situated in the centre of the pos- 
terior commissure. This appeared to be 
composed of rudimentary labia majora 
and minora with a pit between the labia 
minora representing a rudimentary vesti- 
bule or vaginal introitus. After photo- 
graphing im sitw, excision of the tumour was 
carried out on 13th November, 1946. (We 
are indebted to Dr. Vivian Barnett for the 
above case history and material.) 

The gross structure was photographed 
for the macroscopic and morphological 
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appearances. It was then examined his- 
tologically for microscopic structure to see 
if any tissues characteristic of the vulva 
were present. 


Histological Procedure. 

After fixing in 10 per cent formalin the 
specimen was embedded in celloidin and 
paraffin wax and kept in 70 per cent 
alcohol. Sections. of 45». were cut with a 
sliding microtome and were laid in serial 
order on sheets of thin paper in 70 per cent 
alcohol. It was found that sections con- 
taining large pieces of tissue tended to 
crease rather badly, but most of the creases 
were successfully removed by soaking the 
sections in the following solution which 
softened the celloidin: Bergamot oil, 
Xylol, Origanum oil and Creosote (Cow- 
dry, 1943). 

One in every 10 sections, starting from 
the anterior end of the specimen, was 
stained with Erlich’s haematoxylin and 
eosin, other sections of the specimen were 
stained by Wilder’s method and Weigerts 
and Resorcin-Fuchsein for reticular tissue 
and elastic fibres respectively. Both were 
present. 


EXAMINATION OF THE GROWTH. 


Position of Growth. 

The exact position of the growth on the 
perineum was determined by reference to 
the photograph of the structure im situ, 
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Morphological form of growth. 


GARB: Lis. 





Eres 




















Mid 
High sub-epithelial  Keratinised * : .. Surface desqamation 
papillae epidermis Lamina Propria of epithelial cells 





FIG. 4. 
Heavily keratinized and desquamating stratified squamous epithelium. 
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FIG. 5. 
Lateral sebaceous glands near anterior part of specimen. 
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Many high sub-epithelial connective tissue papillae. 
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Pic. 7. 
Hypervascularity of lamina propria. 
C.R.B. & I.G.S. 














AN ACCESSORY GROWTH 


comparison with pictures of normal peri- 
neum (Novak, 1946) and by anatomical 
observation. It was situated in the middle 
of the fourchette of the posterior commis- 
sure (see Fig. 1). 


Macroscopic Appearance of Whole Struc- 
ture (see Fig. 3). 

The structure under investigation was 
about 1} inches long by 1 inch broad. It 
was roughly oval to circular in outline and 
had 2 large outer folds or lips. Within 


Anterior 








Posterior 


Fic. 3. 
Key to levels of photographs of sections. 


these lips there was a much folded pear- 
shaped structure, the wider part of which 
was posterior. This inner structure was 
about 0.5 inches long and 0.4 inches from 
side to side at the widest part, tapering to 
about 0.005 inches anteriorly. It was 
separated from the rest of the growth by a 
deep infolding of tissue. 

The central structure also exhibited 
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several folds or lips and had an elongated 
central portion which, from naked eye 
appearance, looked like a miniature clitoris. 


Morphological Structure of Sections. 


Each section was examined with a hand 
lens for gross structure and the level of 
sectioning was determined by reference to 
the photograph of the whole specimen. 

After examination by microscope 4 
representative sections were selected for 
photography and their levels were marked 
on an outline tracing of the photograph 


(see Fig. 3). 


Tissue Structure. 


The specimen was covered all over by a 
very thick stratified, squamous epithelium, 
which, in parts, washeavily keratinized, and 
in others showed surface desquamation (see 
Fig. 4). The epithelial cells were closely 
packed, especially in the basal layer. Below 
this epithelium, in the lateral parts of the 
sections, were numerous sebaceous glands 
(see Fig. 5). These varied in size from a 
few small follicles to large multi-follicular 
glands, in various parts. No hairs were 
present anywhere throughout the structure. 

The sub-epithelial tissue was very vas- 
cular and there were a great many large 
connective tissue papillae which pushed a 
long way into the stratified squamous epi- 
thelium. Many of these could be seen cut 
in transverse as well as in longitudinal 
section (see Fig. 6). The sub-epithelial 
tissue also contained a considerable amount 
of smooth muscle running in all directions. 

Small lymphocyte aggregations were 
present throughout the specimen. 

Sweat glands and adipose tissue were 
completely absent. There was no sign 
whatever of any erectile tissue, but there 
was a rather large number of blood vessels 
in the lamina propria (see Fig. 7). These 
blood vessels were well formed and 
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thick-walled 
There were no_ thin-walled 
capillaries or blood sinusoids typical of 
erectile tissue. 


appeared to be mainly 


arterioles. 


Identification of Structure. 

Morphologically the growth resembled a 
miniature replica of the vulva. There were 
inner and outer folds or lips which gave the 
appearance of labia minora and majora and 
an elongated central portion like a minia- 
ture clitoris. The whole specimen was 
bilaterally symmetrical. 

From general arrangement of tissue it 
was concluded that the specimen had 
characteristics of a structure related to the 
urino-genital sinus and not those associated 
with perineal epidermis or skin. It 
resembled a much-folded labium minus. 
This view was confirmed by Professor 
Cameron, F.R.S., of University College 
Hospital. 

Unfortunately it was impossible to obtain 
specimens of normal labium minus for 
comparison but the growth closely 
resembled those described by Bailey 
(Smith e¢ al., 1943) and Maximow and 
Bloom (1942). According to these authors, 
normal labium minus consists of a richly 
vascular lamina propria of connective tissue 
with many elastic fibres and smooth 
muscle, Connective tissue papillae protrude 
into a superficial, stratified, squamous 
epithelium which is usually fairly heavily 
keratinized. There are many sebaceous 
glands but no hairs, fat or sweat glands. 

Sections of normal specimens of vagina 
were also examined to see if that under 
investigation resembled vaginal structure 
in any way. Towards the mid-line of the 
structure under investigation the epithelium 
more closely resembled that of the vagina 
than that of the labia minora. In these 
regions there was complete absence of all 
types of glands. The proportion of muscle 
to connective tissue did not appear to be so 


great as that in the sections of normal 
vagina which were studied. 


Discussion. 

From histological appearance it was 
quite clear that the structure under investi- 
gation did not in any way resemble a scar 
formation. Moreover it was clearly stated 
in the case history that at no time had the 
patient experienced any tear in the region 
of the perineum nor had any stitches been 
inserted. 

At first it was thought that the structure 
might be some form of tumour, e.g., a 
haemangiomatous fibroma, but most of the 
evidence was against this diagnosis. 

From Fig. 2 it can be seen that the speci- 
men, unlike a haemangiomatous fibroma, is 
markedly bilaterally symmetrical. More- 
over it is very unusual for a fibroma to 
exhibit such regular infoldings and out- 
growths of tissue as are present in this 
structure. From consideration of its 
morphological form, therefore it is unlikely 
that this specimen is a fibroma. 

Although some haemangiomatous fibro- 
mata do exhibit a fairly high degree of 
histological organization, this growth is 
much too well differentiated to be typical 
of any fibromatous structure. As already 
seen from figures 4,5, 6, 7 the specimen has 
a well-formed superficial epithelium. The 
lamina propria contains a considerable 
amount of smooth muscle and many very 
well developed blood vessels. Such vascu- 
larity is of course apparent in a haemangio- 
matous fibroma, but the blood vessels are 
not usually so well developed in that type 
of structure and in this case they are 
considered to be typical, in number and 
form, of labium minus tissue. 

The presence of sebaceous glands in the 
lateral parts of some regions of the specimen 
is also an indication that this is a more 
highly differentiated structure than a fibro- 
ma usually is. 











AN ACCESSORY GROWTH 


Unfortunately the sections were cut too 
thick for a detailed investigation of nervous 
elements to be possible. However, several 
sections from the anterior, middle and pos- 
terior parts of the specimen were stained by 
Bodian’s method for peripheral nerve 
fibres. In two oblique sections a few nerve 
fibres were visible at the edges, but it was 
impossible to determine the distribution of 
nerve fibres throughout the structure. As 
the patient complained of pain during coitus 
it is suggested that there was some hyper- 
sensitivity of the structure itself. 

It is difficult to account for the actual 
development of this structure. As there was 
no sign of it before the birth of the child and 
it was so small as to be mistaken for a vari- 
cose vein at the time of delivery, it must 
have grown after parturition had taken 
place and when the concentrations of sexual 
hormones were decreasing. Although there 
would still be a fairly high concentration of 
anterior pituitary hormones, such as pro- 
lactin, in the patient’s blood, the concentra- 
tion of oestrogens would be considerably 
less than just before parturition. 

It is interesting to speculate whether the 
growth would have continued to enlarge if 
it had been left im situ: also whether the 
epithelium would have undergone cyclic 
changes with menstruation, as described by 
Traut, Bloch and Kuder (1936) for normal 
vaginal mucosa, or merely have remained 
quiescent. 

No further information about the patient 
has been obtained. Unfortunately it was 
impossible to follow up the case and there- 
fore it is not known if there was any 
abnormality in the healing of the wound 
after excision of the growth, or if the patient 
herself was born with any developmental 
abnormalities. It would be interesting to 


investigate the course of any subsequent 
pregnancy. 

An attempt was made to account for tue 
morphological and histological form of this 
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specimen on known embryological princi- 
ples. 

It is known that duplicated structures 
may develop as a result of the action of 
field-gradient systems, e.g., limbs, tails, 
eyes, etc. Also there are many cases in 
which normal morphological differentiation 
of a structure may be accompanied by 
abnormal histological differentiation and 
vice versa. By a series of experiments with 
chick embryos, Strangeways and Fell 
(1926a, I926b) showed that in the case of 
eye and limb rudiments, it is possible to get 
almost normal histological development 
accompanying abnormal morphological 
differentiation. It appears that something 
very similar may have taken place in the 
specimen under investigation. Histologi- 
cally it resembles labium minus but 
morphologically it has the form of a replica 
of the whole vulva. Conversely Jenkinson 
(1915) showed that it is possible for morpho- 
logical development to be almost normal 
although accompanied by abnormal 
histological differentiation, e.g., in the case 
of the gut and central nervous system of 
amphibia. 

It is difficult to account for the original 
stimulus for the production of this new 
growth. Balinsky (1925, 1926, 1927) and 
Filatow describe experiments whereby they 
produced accessory appendages in amphi- 
bia as a result of various stimuli, e.g., 
celloidin beads, ear vesicles, etc., grafted 
in various parts of the body. Guyénot 
(1928) produced similar accessory growths 
by the deflection of peripheral nerves. 
These authors make it clear that if any 
accessory growth results from stimulation 
of a developing morphogenetic field, that 
growth will have the form of the normal 
structures developed in that field, e.g., a 
limb will appear in a limb field and a tail in 
a tail field, and not a limb in a tail field or 
vice versa. Thus the quality of the struc- 
ture produced is a specific property of the 
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field, the ‘‘ activities’? of which must be 
released by a variety of non-specific agents. 
The present miniature vulva developed in 
the vulva field must have done so in 
response to some form of stimulus, but it is 
impossible to ascertain what this can have 
been. However, it is clear that it isa charac- 
teristically vulval structure in a vulval field. 

It is interesting to compare the present 
case with that of a bilaterally paired vulva 
described by Gemmell and Paterson (1913). 
The conditions of formation of the paired 
vulva were, of course, different from those 
of the present accessory vulva, but they 
lend support to the view that the vulva 
develops in a morphogenetic field and is 
susceptible to duplication. 


Conclusion. 


The morphological and histological struc- 
ture of an accessory growth which de- 
veloped on the undamaged posterior 
commissure of the labia majora after preg- 
nancy, was investigated. Morphologically 
it resembled a miniature vulva, histologi- 
cally it resembled labium minus. There was 
no previous history of any perineal abnor- 
mality. 

It is suggested that the structure may 
have developed as the result of some abnor- 
mal stimulus in the urino-genital sinus 
field. It did not in any way resemble 
perineal skin. 


We are indebted to Professor Cameron 
and Dr. Short of University College Hospi- 


tal Pathology Department and to Professor 
Nixon, for help and information connected 
with this investigation, also to Mr. K. C. 
Richardson for details of his technique for 
mounting celloidin-paraffin wax embedded 
sections. — 
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Report of a Case of Uterus Didelphys Complicating Labour 
BY 
GEORGE J. STREAN, M.D., F.R.C.S.(C.), M.R.C.O.G., 
AND 


JosEPH C. PortNuFF, M.C., M.D., 
Jewish General Hospital, Montreal, Canada. 


FAILURE of the Miillerian ducts to fuse, with 
reduplication of the uterus, cervix and 
vagina, is uncommon, but a number of 
reports have appeared in the literature 
where this congenital anomaly has compli- 
cated pregnancy. 

Uterus didelphys is most frequently dis- 
covered in pregnancy, and it is chiefly 
during pregnancy and labour that it be- 
comes a formidable complication. During 
pregnancy abortion, premature labour, 
and premature separation of the placenta 
are more common. During labour uterine 
inertia, dystocia due to incarceration of the 
non-pregnant uterus, uterine rupture, and 
abnormal presentations are more frequent. 
Postpartum haemorrhage, retained pla- 
centa and subinvolution are added prob- 
lems. 

We are reporting the following case of 
uterus didelphys because of the unusual 
complication which developed during 
labour. 

A woman, aged 35, 2-gravida, was admitted to 
the Jewish General Hospital on 16th September, 
1946. Her menstrual history was normal, her 
periods occurred at regular 26-day intervals, and 
she did not complain of dysmenorrhoea. Her first 
pregnancy, in 1945, terminated in a spontaneous 
abortion at 10 weeks’ gestation. She was now preg- 
nant for the second time. The patient was known 
to have a double vagina, both compartments being 
of equal size. During her first prenatal examina- 
tion, early in pregnancy, visualization of the 
cervices revealed two apparently normal nulli- 
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parous cervices lying side by side (Fig. 1). Two 
uterine bodies were palpable, equal in size, and, 
although the fundi appeared to be quite separate 
and distinct, the uteri could not be moved separ- 
ately. 








5 


Fic. 
Uterus didelphys. Findings before pregnancy. 


I. 


She was admitted at term, with membranes 
ruptured, but not in labour. Amniotic fluid was 
leaking from the vagina, the vertex was well 
engaged, the cervix, by rectal examination, was 
thick, and 1 to 2 cm. dilated. The non-pregnant 
cervix was high up and could not be palpated 
rectally. There 
noted. 

Abdominally, the pregnancy was palpable in the 
right uterus, In the left lower quadrant of the 
abdomen the small globular left uterus, correspond- 
ing in size to a 6 weeks’ pregnancy, was felt. It 
was noted that the non-pregnant uterus was 


were no uterine contractions 
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lying well out of the pelvis and, therefore, dystocia 
from an incarcerated uterus was not anticipated. 

On 19th September, 48 hours after admission, 
labour became established, uterine contractions 
grew strong, the and 
dilated to 6 cm., the vertex descended to mid- 
pelvis; but in spite of active labour, no furthér 
dilatation occurred and no progress was made. The 
foetal heart became rapid, meconium-staining 
appeared for the first time, and a vaginal examina- 
tion was then performed. 

The presence of a complete vagina was confirmed. 
The right cervix was easily palpated through the 
dilated vagina. The fingers were then placed in 
the left vaginal compartment. 


cervix became effaced, 


Much to our sur- 
prise, the left cervix too was effaced, and about 
4 cm. dilated. The vertex was palpated through 
this partially dilated left cervix, the examining 
finger was then passed into the left cervix, carried 
across the midline, and out through the right cervix 
without meeting any barrier (Fig. 2). 

It was realized that a defect existed in the lower 
uterine segment of the adjoining uterine walls, and 
that the vertex was lying on a bridge of cervix 
formed by the two partially dilated cervices. 

Labour had consequently reached an impasse, 





Fic. 2. 


Findings during labour. Note rupture of intra- 
uterine septum and head palpable through both 
cervices. 


and operative interference was indicated. The 
vaginal septum was divided between Kelly clamps 
and the cut edges sutured. The median bridge 
formed by the contiguous cervices was similarly cut 
and ligated. In this way a single cervical opening 
was created. This dilated readily. The head was 
found to be in deep transverse arrest with the 
occiput to the right. Forceps were applied in the 
transverse diameter of the mid-pelvic plane, the 
head rotated with the blades, and a living full-time 
female infant extracted as a right occipito-anterior 
through a mediolateral episiotomy. The infant 
was normal, but required resuscitation by intra- 
tracheal intubation. The 
moved manually. Both mother and infant left the 
labour room in good condition, and both were 
discharged from hospital on the 9th day after an 
uneventful recovery. 


secundines were re- 








FIG. 3. 
Findings 6 weeks’ postpartum. 


Six weeks after discharge vaginal exam- 
ination revealed a well-healed episiotomy. 
There was no rectocele or cystocele. A 
median raphe could be palpated both anter- 
iorly and posteriorly in the now single 
vagina up to a single, rather broad cervix. 
Above this two uteri of equal size could be 
felt branching laterally from the mid-line 
(Fig. 3). They were freely movable but 
could not be moved independently of each 
other. 
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COMMENT. 


When it was found early in labour that 
the non-pregnant uterus was lying above 
the brim of the pelvis, dystocia was not 
anticipated. As uterine inertia isa common 
concomitant of uterus didelphys, the rather 
prolonged labour, in itself, did not give 
rise to anxiety. However, when the vaginal 
examination was performed it became 
clear that operative interference was neces- 
sary to effect delivery. 

It is interesting to speculate on the 
mechanism by which the head came to rest 
in a common lower uterine segment, lying 
on and dilating both cervices. 

Schauffler (1941) described a case of 
complete reduplication of the uterus, 
cervix, and vagina, in which, by passing a 
uterine sound into each cervix, he was able 
to demonstrate a defect in the adjoining 
lower uterine segments. At a point about 


1} inches above the cervical os, the sounds 
met and clinked. 

Where developmental anomalies of the 
uterus are found, muscular bundles are 
often thin, irregularly disposed and rather 
poorly vascularized. It is not surprising, 
therefore, that uterine inertia and uterine 


rupture are frequently reported. It may 
well be that in the case reported above no 
defect of the intrauterine septum existed 
prior to onset of labour. Prolonged labour, 
with pressure of the head on an already 
poorly vascularized intrauterine septum 
may have resulted in pressure-necrosis and 
rupture of, the septum. 

Resection of the vaginal partition and 
division of the cervical bridge is not tech- 
nically difficult, but careful haemostasis 
must be achieved because of the increased 
vascularity of the vagina at term. 

Early recognition of the existing uterine 
and vaginal anomalies will result in better 
treatment of these complications of preg- 
nancy. 


SUMMARY. 


1. A case of uterus didelphys is re- 
ported, in which an unusual complication 
developed during labour. 

2. The possible aetiology of the dystocia 
is discussed. 
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A Benign Tumour of the Placenta 
BY 


D. V. Davigs, 
University Lecturer in Anatomy, Cambridge 


Tumours of the placenta are sufficiently 
rare to warrant the description of yet 
another. Their incidence has been variously 
estimated as occurring once in every 9,000 
deliveries (Kuehnel, 1933) to once in 3,500 
(Marchetti, 1939). It would appear that 
minute and careful study of all placentae 
delivered would reveal that the frequency 
is even higher as undoubtedly small and 
deeply situated tumours often pass un- 
detected. 


Clinical history. 

The patient was aged 30 years. Her first preg- 
nancy and delivery had been normal. The ante- 
natal course of the second pregnancy was normal. 
Labour lasted 10 hours, the membranes ruptured 
spontaneously and the delivery of the child was 
spontaneous. The volume of amniotic fluid was 
not considered abnormal. The child was a 
healthy male weighing 8 pounds, 3 ounces. The 
placenta was delivered 20 minutes after the birth 
of the child. The blood loss was not excessive; 
the puerperium was uneventful. 

Placenta. 

The placenta was fixed whole in Kaiserling No. 
1 fluid. When fixed it weighed 27 ounces (765 g.) 
and measured 8 by 6% by 1% inches (20 by 16.5 
by 3 cm.). The umbilical cord was normal in 
appearance and attachment. At the margin of 
the placenta and attached to it by a short but broad 
stalk was a solid red mass measuring 13, by 1% 
by % inches. This in turn was connected on the 
side away from the placenta by a thick stalk to 
a second and larger mass of similar appearance, 
measuring 24% by 2% by 1 inches (Fig. 1). Attached 
to the outer (uterine) surface of the chorion laeve 
a short distance from the above tumours and 
independent of them was a pale grey-stalked tag 
measuring 4% by % by % inch. This showed no 
obvious stalk connecting it with the placenta or 
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with the other masses and must have projected 
in utero into the cavity of the organ, covered by 
the decidua capsularis in earlier stages but becom- 
ing exposed in the cavity as this degenerated in 
later pregnancy. Traced from the placental 
margin the chorion laeve and amnion clothed the 
foetal surface of the medium-sized mass and its 
stalk but did not extend on to the surface of the 
largest mass, so that the former projected into the 
amniotic cavity on the one hand and into the 
uterine lumen on the other, whilst the latter pro- 
jected from it to lie free in the uterine lumen. All 
three masses thus lay at first between chorion laeve 
and the decidua capsularis but later, with the 
degeneration of the latter, projected into the uterine 
lumen directly, whilst the medium-sized mass also 
projected to some extent inwards into the amniotic 
cavity. 

Two large blood vessels, an artery and a vein, 
passed directly from the umbilical cord over the 
foetal surface of the placenta, apparently without 
supplying it, through the stalk to the medium-sized 
tumour, supplied it and then passed along its 
margin and through the second stalk to end by 
supplying the largest tumour (Fig. 1). The 
smallest tagged mass was supplied independently 
by two minute vessels from the adjacent part of the 
placenta, these being the terminal branches of one 
of the placental vessels. 

On section, each mass consisted of solid red 
tissue not unlike liver in appearance and consis- 
tency. Microscopically all the masses showed a 
similar structure. They were clothed externally 
by a thin, relatively acellular capsule or pseudo- 
capsule of connective tissue on the surface of which 
could be seen, in places, remnants of the tropho- 
blast (Fig. 2). This pseudocapsule was arranged 
in irregular lamellae, its cells and fibres being 
mainly orientated parallel to the surface whilst 
running in it were the large blood-vessels of the 
tumour. Deeply this pseudocapsule merged, with 
varying degrees of indistinctness, with the main 
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Fic. 1. 
Placenta showing the larger masses of the tumour. The smaller 
mass has been removed but its situation can be seen to the right 
as a rectangular area cut out of the chorion laeve. The blood- : 
vessels to these masses can be seen coursing over the placenta. 


D.V.D. 








Pseudocapsule of one of the tumours with trophoblastic cells on 
its surface. x 112. 

















FIG. 3. 
Low-power view of a section of the smallest tumour with its broad 
stalk and attachment to the chorion laeve. x8. 


D.V.D. 
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x 500. 
x 500. 


Fic. 4. 


High-power view of a capillary area. 
intra- and extracellular spaces. 


High-power view of a cellular, endotheliomatous area. 
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BENIGN TUMOUR OF THE PLACENTA 


substance of the tumour. These trophoblastic 
remnants were clearly traced over the various 
stalks to become continuous with that on the 
chorion laeve. In most places, however, the sur- 
faces of the tumours were devoid of trophoblastic 
cells, these occurring in the main as isolated islands 
except at the stalks of attachment to the chorion 
where a more or less continuous layer was seen. 
These scattered trophoblastic remants, however, 
made it quite clear that all the masses originated 
from inside the trophoblast of the chorionic vesicle 
or from it, the original trophoblastic coat having 
become attenuated and disrupted, possibly by the 
growth and outward expansion of the tumours. In 
and around the trophoblastic cells lying at the 
surface of the tumours was a considerable deposit 
of fibrin or fibrinoid material similar to that seen 
in the subchorial region and in Langhan’s fibrin 
stria. The chorionic mesoderm quite clearly pro- 
vided the pseudocapsule of these tumours, appear- 
ing to split to enclose them at the stalks of 
attachment. 

Passing inwards from the pseudocapsule were a 
varying number of irregular septa carrying the 
blood supply to the tumour substance (Fig. 3). 
These septa branched as did the blood-vessels, 
became attenuated and eventually merged with 
the tumour substance. They tended to divide it 
into irregular and incompletely separated lobules. 
These septa together with the walls of the blood- 
vessels showed a considerable degree of hyaline 
degeneration. Between the septa and in con- 
tinuity with them the tumours showed a variable 
structure. In places they consisted of closely 
packed masses of capillaries with distinct endothe- 
lial walls (Fig. 4) whilst in other regions they were 
more solid and cellular in nature (Fig. 5). These 
two types of tissue were in most places distinct 
and lobular but in parts they were intimately 
intermingled and in some lobules lay adjacent to 
one another with a transitional zone intervening. 
In the more cellular areas the cells were of various 
types. 
parable in their morphology and staining reactions 
with those seen in the villi of the normal full-time 
placenta. The most numerous cells were much 
larger, up to 20 or 30u in their greatest diameter. 
They had a finely granular, eosinophilic cyto- 
plasm, large nuclei staining heavily with haema- 
toxylin, the chromatin being to some extent con- 


A few were typically mesodermal, com- 
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centrated immediately under the nuclear mem- 
brane. Most of the cells had distinct cell walls but 
elsewhere multinuclear strands in which no cell 
walls were present occurred; a few large syncytial 
multinuclear masses were found. Large clear 
vacuoles were present in the cells and within the 
syncytial masses whilst large numbers of intercel- 
lular spaces devoid of blood cells were seen. Thus 
vacuoles, both intra- and intercellular, were a 
characteristic feature of this tissue (Fig. 5). Some 
of these cells seemed to participate with typical 
endothelial cells in forming the walls of capillaries 
and in other places the cells and syncytial masses 
formed the walls of irregular spaces containing red- 
blood cells. Indeed in this tumour were found 
intercellular spaces containing red cells, capillaries 
with an incompletely differentiated endothelium 
and capillaries with well-formed and typical endo- 
thelial walls. 

The cellular areas of the tumour predominated 
over the capillary areas, the tumour was more solid 
in character than naevoid, but in the former areas 
many of the nuclei were pyknotic in character, 
whilst in other places and in the syncytial masses 
fragmentation of nuclei had occurred. 


DISCUSSION. 


The tumour is clearly a haemangio- 
blastoma with an admixture of capillary 
vessels and endotheliomatous masses, in 
fact a capillary haemangioendothelioma 
with the endotheliomatous tissue pre- 
dominating. Its origin is undoubtedly in 
the chorion, either from its trophoblastic or 
mesodermal cells and may be accurately 
described as a chorioangioma. 

No attempt will be made to discuss 
benign tumours of the placenta in respect 
to their frequency, distribution and various 
designations which they have received in 
the past. All this is dealt with admirably 
by Marchetti (1939) in a recent review with 
the description of 6 cases. He is of the 


opinion that most of the benign tumours of 
the placenta, if not all, are chorioangio- 
mata, but that overgrowth of the endothe- 
liomatous elements has frequently led 
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observers to designate them incorrectly 
as fibromata, fibrosarcomata, sarcomata, 
etc.; whilst added myxomatous degenera- 
tion has led to some being designated 
myxosarcomata. Marchetti considers them 
as due to growth and proliferation of a 
group of blood-vessels and stroma outside 
their regular arrangement, and _ with 
restriction of the normally developing 
chorionic villi. 

The author has been impressed by the 
similarity of the cells and syncytial masses 
in the more cellular areas of the tumour 
to the parent tissue of all endothelium, the 
angioblastic tissue. Furthermore, the 
present-day views that angiogenesis, 
whether it derives directly from the tropho- 
blast or from the chorionic mesoderm, is an 
important normal and early function of the 
chorion, makes it likely that this tissue 
should, from time to time, be the source of 
haemangioblastomata; in this connexion 
the studies of varicus embryologists of this 
angiogenesis in the human chorion is of 
interest. In particular Hertig (1935) des- 
cribes angioblastic masses and mesodermal 
cells as arising from the trophoblastic cell 
columns which form the primitive villi and 
from the associated chorionic trophoblast. 
The period of their formation from tropho- 
blast is limited to that of the differentiation 
of the primary villi and the process is not 
seen in connexion with the secondary villi. 
Whether one considers trophoblast as the 
parent tissue or the chorionic mesoderm, it 
is clear that the term chorioangioma re- 
mains applicable, but perhaps not so 
precise as it could be. The angioblastic 
strands once formed proliferate, grow 
independently, and invade newly formed 
secondary villi and their branches, so that 
in its growth the angioblastic tissue 
originates in continuity all over the chorion 
and villi. This stage of continuity, how- 


ever, is subsequently lost by attenuation 
of the connecting strands, leading to a 


vascular discontinuity later, particularly 
for the larger villi. The body stalk prob- 
ably derives its angioblastic strands 
similarly in continuity with those from the 
chorion. This latter feature has been 
observed by Hertig in macaque embryos. 
By this process of growth of the angio- 
blastic tissue it is clear that this tumour 
may originate in some of the angioblastic 
strands, whether in the secondary villi, 
chorionic plate or umbilical cord, becoming 
completely or almost completely detached 
from the remainder whilst continuing their 
proliferation locally to form a tumour, or 
even failing to re-establish their continuity 
with the rest of the vascular network sub- 
sequently. The degree of their differentia- 
tion and the extent of their connexion with 
the umbilical vessels will determine the 
exact nature of the tumour. An origin 
from the original angioblastic tissue will 
adequately explain the position of these 
tumours and their relative frequency in the 
placental tissues. It places their time of 
origin at an early stage in development, 
during the extension of the angioblastic 
strands vascularizing the secondary villi 
and their branches. 


SUMMARY. 

1. Ahaemangioblastoma of the placenta 
is described. 

2. The view is advanced that these arise 
early, from angioblastic strands which take 
on unrestricted growth and may or may 
not completely lose their continuity with 
the primitive angioblastic network, or, 
having lost this continuity, may fail in part 
or wholly to re-establish it. 
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An Unusual Case of Infection of a Sixteen Weeks’ 
Extra-uterine Pregnancy 


BY 


JouN L. BoLpEro, M.A., B.M., B.Ch., D.M.R.D., 
X-ray Department, Radcliffe Infirmary, Oxford. 


Tue following case came to my notice while 
I was acting as radiologist to a small hos- 
pital in India. The radiological findings 
are unusual and interesting. 

The patient was a white woman, aged 37 
years, who was admitted to hospital on 
13th July, 1945, complaining of severe 
abdominal pain and vaginal bleeding 
following an attempt to end an unwanted 
pregnancy. Her last period had begun on 
gth May, and lasted for some weeks. When 
nothing occurred at the expected time of 
the July period she concluded that she was 
pregnant, and sought assistance to procure 
abortion. 

On admission to hospital 5 days later, a 
piece of wood 2 inches long was removed 
from the cervical canal. The uterus was 
of normal size and a mass “‘ two fists in 
size ’’ was felt through the right fornix. It 
was concluded that the patient was not 
pregnant, and that the mass in question 
was a fibroid. Her pain subsided, and no 
further local or general symptoms 
developed. She was discharged on 4th 
August. 

On roth August the woman was re- 
admitted to hospital with symptoms attri- 
buted to internal bleeding and peritonitis. 
She confessed that she had undergone 2 
further illegal operations, 7 and 4 days 
previously. She had severe abdominal 
pain, slight vaginal bleeding, and was 
vomiting. She was shocked, and the 
abdomen was distended. The pulse-rate 


was 142, the blood-pressure 100/80, and 
the temperature subnormal. The uterus 
was thought to be enlarged to the size of a 
4-months’ pregnancy, and the appendages 
were tender and seemed to form part of a 
hard mass reaching to the pelvic wall on 
both sides. The cervix just admitted the 
tip of a finger. Half an hour after ad- 
mission, the pulse-rate had fallen to 100 
and the blood-pressure had risen to 125/90, 
and, as the woman was so much better, 
operation was not deemed necessary. 
During the next 5 days, she was given 
1,000,000 units of penicillin intramuscu- 
larly. Her general condition continued to 
improve, but she developed an evil-smelling 
vaginal discharge. On 26th August she 
passed some clots of blood from the vagina 
and some tissue, which was thought at the 


‘time to be products of conception, and 


subsequently verified as such by micro- 
scopy. Further small haemorrhages occur- 
red in the ensuing fortnight. 

On 24th August she was discharged at her 
own request. The uterus at this time is said 
to have been the size of a 4 to 5 months’ 
pregnancy, and the diagnosis was an in- 
fected tumour of the uterus, probably 
fibroid. Hysterectomy was to be con- 
sidered when the infection had subsided. 

She continued to have a foul-smelling 
vaginal discharge and ran a fever which 
varied between 99° and 100°F.; she had 
no further haemorrhage. On 11th October 
she was sent to see a consultant surgeon, 
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who gave as his opinion that ‘‘ but for the 
microscopy report I should consider this a 
case of fibroids complicated by peritonitis 
secondary to interference in an incorrectly 
diagnosed pregnancy.”’ 

On his recommendation the patient was 
re-admitted for a further course of peni- 
cillinon 13th October. Examination at that 
time suggested that the uterus had further 
increased in size and that it approximated 
a 5 to 6 months’ gestation. On roth 
October she was sent for an X-ray examin- 
ation, and it was then that I saw her for the 
first time. Radiography revealed a foetus 
of 4 to 5 months’ maturity (Fig. 1); there 
were no definite signs of foetal death. 
Clinically, the patient appeared toxic and 
wasted. There was a hard nodular tumour 
arising from the pelvis, mostly situated 
towards the right side of the abdomen. It 
was slightly tender and fixed to the deeper 
structures. Quinine and pituitrin were 
given in repeated doses for several days in 
an effort to cause the uterus to expel the 
foetus, but without success. The tempera- 
ture remained raised, and there continued 
to be a foul brown vaginal discharge. The 
upper surface of the mass became softer, 
but the lower part remained hard, and 
became very tender. The white-blood 
count was 10,000 with 87 per cent poly- 
morphs and ro per cent lymphocytes. 

By 2nd November, the patient’s tem- 
perature was higher and had begun to 
swing, reaching between 103° and 104°F. 
in the 24 hours. It was decided to make a 
further X-ray examination. This showed 
a most unusual picture (Fig. 2). The 
foetus was completely surrounded by gas, 
and there appeared to be gas in the foetal 
skull and possibly also in the abdomen; the 
findings indicated death and infection of the 
foetus with gas forming organisms. 

Since it was thought that the foetus was 
lying in utero, an attempt was made to 
evacuate it through the vagina. The cervix 


was dilated, but the uterine cavity was 
found to be empty, and a perforation was 
discovered in the anterior wall of the cer- 
vical canal. Laparotomy was then per- 
formed, and the mass in the pelvis found to 
be a large abscess, sealed off by adhesions, 
containing the foetus and a large quantity 
of offensive pus with a faecal odour. The 
foetus was removed, and the abscess cavity 
drained. Unfortunately a culture was not 
made from the pus, and the specimen was 
thrown away before I had time to examine 
it. The patient’s general condition then 
quickly improved. Two days after opera- 
tion she developed a faecal fistula but this 
closed spontaneously. The latest report 
was that she had put on weight and made a 
full recovery. 


DISCUSSION. 


On reviewing this case, it seems clear that 
the patient had an ectopic gestation which 
ruptured on roth August, the resulting 
haemorrhage ceasing spontaneously. The 
foetus may have continued to live as an 
abdominal pregnancy, thus accounting for 
the increase in the size of the mass, and the 
maturity of the foetus as measured from 
the first radiograph, but the evidence for 
this is not certain. The foetus died when 
it was between 16 and 20 weeks old. The 
patient had also a low-grade pelvic peri- 
tonitis resulting from the perforation of the 
cervicalcanal. The tissue which she passed 
vaginally on 25th August must have been 
the decidual cast. Infection converted the 
amniotic sac into an abscess cavity, gave 
rise to the swinging temperature, and was 
revealed by the second radiograph. There 
was evidently some connexion with the 
bowel, since at operation there was a faecal 
odour and after operation a faecal fistula 
developed; the radiographic appearance of 
gas would also be explained thus. 

Numerous cases of infected ectopic 
pregnancies are on record. Falk and 
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Fic. 1. 


19th October, 1945. A foetus of 4 to 5 months’ 
maturity can be seen overlying the right sacroiliac 
joint. 











Fic. 2. 
2nd November, 1945. The foetus is now outlined 
by gas, and there appears to be gas in the foetal 
abdomen and skull. 














AN UNUSUAL CASE OF INFECTION 


Blinik (1940) in their review gave a full 
bibliography of the cases published up to 
that time. They maintained that the most 
important sources of infection of an ectopic 
pregnancy was intra-uterine manipulation, 
usually, of course, curettage. They also 
stated that they often found evidence of 
attempted abortion in cases of ectopic 
pregnancy. They did not make any refer- 
ence to radiographic evidence of gas for- 
mation in any case. Lubin and Waltman 


(1943) have since described a case of sepsis 
in an abdominal pregnancy past term, but 
no radiographs are shown. 

I have been unable to find any other case 
with similar radiographic findings in the 
literature. 
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SUMMARY. 


A case of abdominal pregnancy is des- 
cribed with subsequent infection and gas 
formation in the resultant abscess and in the 
foetal skull. 


I wish to express my thanks to Dr. F. H. 
Kemp for his encouragement and help in 
the presentation of this case. 
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Acute Rheumatism in Pregnancy 


BY 


FLORENCE McKEown, M.D., 
Institute of Pathology, Queen’s University, Belfast. 


THE main purpose of this paper is to report 
2 cases of pregnancy complicated by acute 
rheumatic heart disease. These cases are 
interesting in that there was no clinical 
evidence of the condition while the heart 
showed severe myocardial damage. Both 
patients died following delivery; in one of 
them the symptoms simulated acute obstet- 
ric shock. Several other cases of rheumatic 
heart disease in pregnancy have been 
reviewed and included in this report, with 
the purpose of determining the frequency 
of rheumatic recrudescences during preg- 
nancy and the part they play, if any, in 
dictating the development of acute cardiac 
failure or the onset of decompensation in a 
heart with long-standing valvular disease. 


CASE I. 

The patient, aged 30, was pregnant for the first 
time. There was no previous relevant history, and 
she was in good health till the onset of labour. 
One hour before delivery she had a rigor, and was 
given a pint of glucose saline intravenously. The 
duration of labour was 22 hours, and terminated in 
a forceps delivery. Following delivery the blood 
pressure fell to 80/40, and the pulse-rate increased 
to 140. She was given a pint of plasma, and the 
blood-pressure rose to 105/80. Two hours later she 
developed acute pulmonary oedema and died. 


Relevant Postmortem Findings. 

The heart weighed 10 ounces (283 g.). The 
epicardial surface was smooth, the right auricle 
slightly dilated, and the tricuspid valve normal. 
The right ventricular musculature felt flabby, and 
the cavity was dilated. The endocardium of the 
left auricle was slightly thickened and wrinkled in 
the region of MacCallum’s patch. The mitral valve 
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admitted 2 fingers. The cusps were thin, but 
showed the presence of several small verrucose 
vegetations along the line of closure. The left 
ventricular cavity was dilated, and the muscle felt 
somewhat soft. 

The lungs showed acute pulmonary oedema. 


Histological Findings. 

Heart. The mitral valve showed slight fibrosis 
and infiltration by cells of the large mononuclear 
series. Vegetations, composed of deeply staining 
eosinophilic necrotic collagen, projected from the 
auricular surface of the cusp. In the adjacent valve 
spindle-shaped cells covered by a thin film of fibrin 
formed a palisade to the surface. In the myocar- 
dium there was paravascular scarring and in 
addition Aschoff nodules in all stages of develop- 
ment, indicating repeated recent episodes of rheu- 
matic carditis. The coronary vessels were also 
involved and showed medial fibrosis and recent 
acute fibrinoid necrosis of their walls. 


Anatomical Diagnosis. 

1. Prolonged labour, maternal distress, forceps 
delivery. 

2. Recurrent rheumatic carditis and valvulitis. 

3. Acute left ventricular failure following 
delivery. 


4. Acute pulmonary oedema. 


CASE 2. 

The patient was aged 23. It was her first preg- 
nancy. She had a previous history of scarlet fever 
and rheumatic fever, but her health during the 
present pregnancy was excellent. The onset of 
labour was normal. Labour lasted for 28 hours. She 
was given 1 pint of glucose saline intravenously 
before delivery because of dehydration. Delivery 
was by forceps, and there was no excessive blood 
loss, nor evidence of shock. Nine hours after de- 
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ACUTE RHEUMATISM IN PREGNANCY 


livery, however, the patient complained of pain in 
the abdomen, became pulseless and died within a 
few minutes. 


Postmortem Findings. 

The heart weighed 14 ounces (340 g.) The right 
side of the heart was normal. The left auricle was 
dilated, and lined by smooth endocardium. The 
mitral valve admitted 2 fingers, the cusps were 
unthickened, but along the line of closure there were 
small verrucose vegetations. The left ventricle was 
dilated, the muscle showing no macroscopic lesion. 

The lungs showed terminal congestion and 
oedema, 


Histological Findings. 

Heart. The mitral valve showed the presence of 
numerous vessels in the auricular layer. A vegeta- 
tion with hyaline cap of collagen and Aschoff cells 
in its base projected from the valve surface. 

In the myocardium there were numerous Aschoff 
nodules, all showing polarization and signs of 
healing. There was slight involvement of the 
coronary vessels and well-developed paravascular 
scarring. 


Anatomical Diagnosis. 
1. Recent delivery. 
2. Recurrent rheumatic carditis and valvulitis. 
3. Acute myocardial failure. 


Six cases of mitral stenosis in pregnancy 
in which the patients died from cardiac 
failure were examined for evidence of 
recent rheumatic carditis. In 4 of these 
theumatic vegetations were present on 
mitral or aortic valves, and histologically 
there were Aschoff nodules of recent 
development, i.e., 1 to 4 months in the 
myocardium. The degree of myocarditis 
together with the valvular lesions was such 
as to suggest that the recrudescence of 
rheumatic infection was the important 
factor in leading to cardiac decompensa- 
tion. ; 

One other patient died from subacute 
bacterial endocarditis and here again the 
myocardium was the site of active rheuma- 
tic lesions. 
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In only 1 patient with mitral stenosis and 
decompensation during pregnancy was 
there complete absence of any evidence of 
recent rheumatic carditis. 

Comment. Most of the literature on 
rheumatic heart disease and pregnancy 
deals with the factors which determine the 
onset of decompensation and the prognosis 
is believed to depend largely on the severity 
ofthe valvular lesions. The important part 
played by a recrudescence of rheumatic 
carditis is often overlooked. The 2 cases 
considered in detail here illustrate that 
recurrent rheumatic carditis, even ina heart 
not the site of a mechanical lesion, may be 
responsible for acute myocardial failure 
particularly following delivery. The 
second group of cases shows that in mitral 
stenosis recurrent rheumatic carditis may 
often be the deciding factor which dictates 
the onset of decompensation, and the preg- 
nancy itself may have little influence on the 
course of events. Admittedly this conclu- 
sion is arrived at after a study of only a few 
cases. The high incidence of active 
rheumatic lesions discovered in this small 
series suggests, however, that in the absence 
of microscopical examination of the heart 
it is dangerous to correlate the presence of 
a chronic valvular lesion with the fatal 
outcome. In the past the omission of micro- 
scopical examination has led to an over- 
emphasis of the mechanical defect produced 
by the valvular lesion. 

Sheehan and Sutherland (1940) in their 
report on heart disease and pregnancy 
found that nearly all of the obstetric 
patients whose hearts had been decompen- 
sated, or who had died from cardiac failure 
had recurrent endocarditis. They find 
difficulty in explaining the association and 
feel that it is not clear whether the recur- 
rent endocarditis causes or is caused by 
decompensation or whether both are the 
result of a third factor. However, it is 


probable that they were dealing with a 
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recrudescence of rheumatic fever similar to 
that in this series. Furthermore, in the past 
if a patient with a known valvular lesion 
showed signs of cardiac failure during 
pregnancy the cardiac defeat was attributed 
to what was termed the “‘ progressive 
nature of the valvular lesion.’’ It was only 
when clinical signs of a rheumatic recru- 
descence were present that other factors 
such as a reactivation of myocardial 
damage were considered of importance. It 
is therefore essential that it should be 
realized that the absence of clinical signs 
does not exclude the presence of acute 
rheumatism even in a severe form. 

In these 8 cases of rheumatic heart 
disease complicating pregnancy, 6 had 
recurrent myocarditis, death resulting from 
decompensation or acute cardiac failure. 
Aschoff nodules of all ages were present in 
the myocardium. These in themselves 
contribute little towards the ultimate 
cardiac failure. In rheumatic carditis how- 
ever, it has been shown that the coronary 
arteries seldom escape (McKeown, 1945) 
and the necrosis of vascular walls which 
occurs with the subsequent interference 
with myocardial nutrition must inevitably 
lead to impairment of cardiac function. If 
the patient has entered upon pregnancy 
with a compensated valvular lesion it is 
obvious that interference with myocardial 
nutrition by the acute rheumatic lesion of 
the coronary arteries may easily disturb its 
power of compensation. This is particu- 
larly so when the pregnancy itself and an 
exhausting labour have already tested this 
compensation. Whilst therefore in some 


patients the pregnancy and strain of labour 
may be of themselves sufficient to lead to 
cardiac decompensation the present study 
suggests that a recrudescence of rheumatic 


fever with its weakening of the myo- 
cardium plays an important and not 
infrequent part in producing such decom- 
pensation. 

It is impossible to conclude from this 
small series of cases whether pregnancy 
predisposes in any way to a flare-up of 
rheumatic heart disease. Before this can 
be accurately estimated, one would stress 
the need for complete postmortem examin- 
ation in all fatal cases of heart disease in 
pregnancy. Such an examination should 
include a histological study of many blocks 
of the heart. 

Finally, since the clinical picture in one 
of these cases simulated obstetric shock it 
is important that in all cases of obstetric 
shock, in which there does not appear to 
be adequate cause for its development, the 
presence of an active rheumatic carditis 
should be excluded whether or not the 
patients are known to have cardiac disease. 


CONCLUSIONS. 


I. Rheumatic heart disease, even in its 
severest form, may occur subclinically. 

2. Recrudescences of rheumatic fever 
during pregnancy ina patient with a known 
cardiac lesion may not infrequently be the 
factor responsible for cardiac defeat. 

3. The patient with active rheumatic 
carditis may die quite suddenly following 
delivery, the condition simulating acute 
obstetric shock. 

My thanks are due to Professor C. H. G. 
Macafee for allowing access to the clinical 
notes of these cases. 
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Testosterone Propionate in Inoperable Carcinoma 


BY 


James Wyatt, M.B., B.S., F.R.C.S., F.R.C.O.G., 
Consulting Obstetric Physician, St. Thomas’s Hospital. 


In this Journal (Wyatt, 1945) I reported on 
2 cases of inoperable carcinoma of the 
ovary treated with large doses of testos- 
terone propionate with no seeming success. 

In conclusion I stated that I felt that 
some good might arise from such treat- 
ment, if the end organ, viz., the uterus, was 
affected. 

In February, 1945, a married woman 
of 57 was admitted under me in St. 
Thomas’s Hospital with post-menopausal 
bleeding. 

Her past history revealed no major 
disease; she had had 4 children and 2 
abortions and menstruation, which had 
been normal, had ceased some 6 years 
previously. 

For 53 months she had noticed a watery 
discharge from the vagina, this later 
becoming bloodstained. It was intermit- 
tent at first; but for the last 3 months had 
been continuous and had been pure blood. 
There had been marked frequency of mic- 
turition, accompanied by a bearing-down 
pain, and for 2 months pain in both groins. 
She had lost about 1 stone (1.8 kg.) in 
weight. 

On examination the vault of the vagina 
was conical and the uterus was felt to be 
enlarged with some fixity, and thickening 
in the right broad ligament. A diagnostic 
curettage was carried out and the curet- 
tings showed a squamous-celled carcinoma. 

A fortnight later the abdomen was 
opened, the growth was found to have 
invaded the uterine wall and extended in 
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the right broad ligament to the pelvic wall; 
large secondary glands were visible along 
the right iliac vessels and at the aortic bifur- 
cation; a nodule from the right Fallopian 
tube was removed for biopsy (Fig. 1) and 
the abdomen closed. 

A consulation with the Radiotherapist 
took place about treatment with deep 
X-rays, but he was of the opinion that it 
would be of no value; so it was decided to 
try the effect of large doses of testosterone 
propionate. 

Commencing on 5th March the patient 
was given 525 mg. the first week, 825 mg. 
the second week and 1,050 mg. the third 
week. The dose was then gradually 
reduced and by the end of May she had 
received 6,525 mg. 

From then onwards she was given 2 
injections a week of 75 mg. each, attending 
as an outpatient from April 16th. By the 
24th of April all vaginal bleeding had 
ceased, she felt much better and had practi- 
cally no pain; her voice sounded a little 
husky, but there was no appreciable growth 
of hair on the face. 

From the beginning of June there was an 
occasional slight loss of blood for about an 
hour atatime. On examination in Septem- 
ber the uterus seemed to be slightly smaller 
and more mobile, so it was decided to do 
a further curettage to ascertain if any 
marked change had taken place; this was 
carried out on roth October, but the 
curettings still showed active carcinoma. 

Following this the loss of blood per 
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vaginam came on daily, so the dose of 
testosterone was doubled, 150 mg. bi- 
weekly being given. 

In January, 1946, the patient reported 
that there was a slight loss once a fortnight, 
but that her general condition was good. In 
March the loss was reported to be once a 
week, so the dosage was further increased 
to 400 mg. a week. 

The woman was putting on weight; but 
her pelvic state was unchanged and she now 
noticed some growth of hair on the upper 
lip and chin, not obviously noticeable un- 
less examined closely, and her voice, if 
anything became more normal. She had 
occasional attacks of abdominal pain, 
which were quickly relieved by a couple 
of Veganin* tablets. 

In January 1947 she complained of some 
leakage of fluid per vaginam and on exam- 
ination some watery secretion was seen 
escaping through the stenosed vaginal 
vault in small quantity; but a catheter 
specimen of urine did not show cells sug- 
gestive of a fistulous opening. 

The uterus was now definitely larger and 
fixed and the patient was obviously going 
down hill. Testosterone was continued 
until r9th March, by which time she had 
had in all 35,000 mg. It was now felt to 





* Asprin, gr. 4; phenacetin, gr. 4; codeine phos- 
phate, gr. %. 
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be doing no further good, and so it was 
stopped. 

The patient was admitted to hospital, 
where she remained for 7 weeks, and was 
then transferred to a Home for the Dying, 
where she lingered on until 14th June. 
Most unfortunately a postmortem examin- 
ation was refused by her relatives. 

I have no doubt that the treatment pro- 
longed this woman’s life for a considerable 
time and in comparative comfort. How it 
acted is difficult to say; if by inhibition of 
pituitary action, then one might expect to 
obtain the same result with large doses of 
stilboestrol with, however, a_ probable 
increase, rather than a decrease, in the 
uterine bleeding. 

If and when a preparation becomes avail- 
able at a reasonable price, further trials 
might be made in suitable cases; but at 
present the high cost of testosterone pre- 
vents any extensive investigation. 

The material used in the early treatment 
of this case was the remainder of that used 
for the treatment of cases of ovarian car- 
cinoma, provided partly by a grant from 
the Medical Research Council, partly from 
Boots’s Pure Drug Company, and later by 
St. Thomas’s Hospital. 

The histological sections were reported 
upon by Dr. J. Bamforth and the micro- 
photographs prepared by Mr. A. E. Clark. 

To both my thanks are due. 























Intracranial Haemorrhage in the Newborn* 
BY 


COLMAN SAUNDERS, M.B., B.Ch., B.A.O. 


Honorary Infant Specialist, National Maternity Hospital and Coombe 
Lying-in Hospital, Dublin, — 


THAT intracranial haemorrhage is a fre- 
quent and often a fatal complication of 
childbirth is generally recognized, but little, 
if any, advance has been made in the pro- 
phylaxis of this condition since Holland 
and Lane-Clayton (1926) first drew atten- 
tion to it in their admirable report more 
than 20 years ago. Figures showing the 
incidence of intracranial injuries from 
various sources show some variation, but, 
generally speaking, it may account for 
approximately 25 per cent of deaths among 
infants born at term and a considerably 
higher number, roughly 30-40 per cent, of 
deaths among premature infants. Toveriid 
(1936) found evidence of intracranial 
haemorrhage in 39 per cent of stillbirths in 
an analysis of 953 cases. Macgregor (1943) 
showed intracranial haemorrhage as the 
cause of death in 39 per cent of autopsies 
on 338 infants during 1939-1941. In 
Dublin, Geoghagan (1947), pathologist to 
the National Maternity Hospital, found 
intracranial haemorrhage in 21 per cent of 
infants coming to autopsy out of 232 cases. 
If we include the major portion of cases of 
asphyxia pallida and the infants that re- 
cover or die without coming to postmortem 
examination, the incidence of this condition 
must be indeed high. 

That Vitamin K is not the prophylactic 
agent we had hoped it might be, is shown 
by Lehmann (1944) who, in a comparison 





* Read at the International Congress to celebrate 
the bi-centenary of the Rotunda Hospital, Dublin, 
on 11th July, 1947. 
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of deaths from bleeding in 13,250 infants 
receiving Vitamin K with 17,740 untreated 
cases, showed that only 1.6 per 1,000 might 
be saved by Vitamin K administration. 

Furthermore, most of the deaths in his 
series occurred in the first 24 hours, indicat- 
ing that the traumatic factor predominated 
as a cause of death. From the paediatric 
angle there is little we can do for these cases ; 
the principal hope in treatment lies in 
prophylaxis. As a paediatrician, however, 
I am not qualified to discuss obstetrical 
problems. Yet if I may bring the infant 
a little more prominently to your minds, in 
contrast to the maternal picture which is 
more apt to occupy the major place in 
obstetrics, I may, perhaps, provoke dis- 
cussion among those who are fully com- 
petent to deal with the subject from the 
obstetric point of view, in the hope that 
some procedures may be evolved to help 
to reduce this major cause of neonatal 
death. 

From the infant’s point of view, the main 
cause of intracranial injury is trauma, with 
possibly asphyxia operating as a second 
factor. The amount of trauma necessary 
to produce injury seems to vary with the 
individual case, the biggest discrepancy 
occurring between mature and premature 
infants—the premature baby being parti- 
cularly liable to bleeding, owing to his 
much more friable vessels and his softer 
and more pliable cranial bones. The great 
majority of the haemorrhages are subdural 
in type—the odd extradural ones probably 
only occurring in conjunction with frac- 
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ture of the skull and, owing to the adherent 
character of the dura, are relatively 
unimportant. 

By far the commonest lesion, in 50 cases 
here reported, was a tentorial tear produc- 
ing bleeding either above or below the 
tentorium. 





ing is difficult tosay. The available evidence 
would suggest that asphyxia is in itself a 
causal factor. Ehrenfest (1939) found intra- 
cranial haemorrhage in approximately 80 
per cent of all asphyxiated babies coming 
to postmortem examination. On the other 
hand, it may be argued that asphyxia is 
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Graphs showing associated factors in 50 cases of intracranial haemorrhage in premature and mature 


infants. 


It will be noticed that spontaneous delivery, para. 1, and short second stage predominate 


among the premature group, which contrasts considerably with the factors shown in the mature group. 


Rupture of the great vein of Galen may 
occur, allowing the blood to drain down 
around the pons, medulla and cerebellum. 
The cerebral veins are sometimes liable to 
tear, owing to their firm attachment to the 
sinuses, from the more freely mobile brain. 
Rupture of the sinuses themselves is for- 
tunately rare, only occurring in conjunc- 
tion with extremely severe trauma. Simil- 
arly rupture of the internal cerebral veins 
is also very unusual. 

As to what part asphyxia plays in the 
cause, if it is a cause, of intracranial bleed- 


the result of the haemorrhage. Whatever 
the mechanism, the evidence is overwhelm- 
ingly in favour of anoxaemia being a 
causative factor. If this is so, and it has yet 
to be proved that it is not, cannot asphyxia 
be prevented to a certain extent in some 
cases, by the avoidance of excessive 
anaesthesia and analgesia, by trying to 
avoid a prolonged second stage, and the 
use of drugs that may produce tonic uterine 
contractions or affect the foetus directly ? 
The type of case where the anoxaemia is 
due to, say, a subplacental haematoma or 
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mechanical pressure on the cord is of 
course in a different category. Whatever 
the cause, the fact remains that if we can 
reduce our incidence of asphyxia, we shall 
also reduce our cases of intracranial bleed- 
ing from this source. The traumatic factor 
is much more involved. The types of lab- 
our more commonly associated with intra- 
cranial damage appear to be precipitate 
labour, prolonged second stage, breech 
presentation, internal version and extrac- 
tion, and difficult forceps. The well-applied 
low forceps, on the other hand, is often 
instrumental in preventing the sudden 
expansion of a well-moulded head, with 
consequent tearing of an_ intracranial 
vessel. 

As regards the lesions in our series of 
cases, tears of the tentorium constituted as 
much as 96 per cent of the total. This fig- 
ure may seem high in comparison to that of 
other observers. On the other hand, 
McGuinness (1943) found tentorial tears in 
92.5 per cent of deaths from intracranial 
haemorrhage in an analysis of 52 cases in 
1943. The site at which the damage most 
commonly occurs is in the triangular area, 
at the junction of the falx and tentorium. 
Tears in the tentorium may be produced in 
various ways : — 

I. By anteroposterior pressure on the 
skull, producing an elongation of the cal- 
varium, which causes stretching of the 
falx and tentorium in direct proportion to 
the pressure applied. 

2. By lateral pressure on the head pro- 
ducing the same effect. 

3. By direct traction on the scalp. 

4. By traction on the body as in breech 
birth, thus drawing the medulla down and 
favouring tentorial rupture. At the same 
time, compression of the trunk during 
breech delivery tends to cause intense intra- 
cranial venous congestion, which in turn 
aggravates any haemorrhage present. 
These are some of the factors which account 


for the severe intracranial haemorrhage 
associated with breech birth, apart from the 
rapid moulding in these cases. The accom- 
panying photographs are an attempt to 
show the effect of the tentorium of traction 
on the skull. 

Fig. 1 shows the effect of slight antero- 
posterior pressure. 

Fig. 2 shows the considerable tension on 
the falx and tentorium with a direct pull 
on the scalp of 1 pound. 

Fig. 3 shows the result of a 2-pound pull. 

The tentorium is stretched like a bow- 
string, and ready to rupture on the least 
sudden movement. The same effect may 
be produced by lateral or longitudinal 
pressure. Fig. 4, 2-pounds traction has 
been applied to the occiput and the chin. It 
can be seen that with this occipito-mental 
traction, no strain whatever is put on the 
falx and tentorium, and it appears to be the 
only angle in which strong traction may be 
applied without risk of tentorial rupture. 

Though I fully realize that it may be 
impossible to produce traction in this angle 
and yet maintain flexion of the head, with 
any available instrument, I put forward 
the suggestion to those who are competent 
to criticize it, as itis completely outside my 
sphere. If it were found possible, by means 
of a specially designed forceps, to apply 
traction at these two points, or at the occi- 
put alone, might it not help to reduce in 
some measure the incidence of tentorial 
tears in specially selected cases ? 

An analysis of the 50 cases of intra- 
cranial haemorrhage reported showed the 
following results. 

Fifty per cent of the cases occurred in 
primiparae. 

Twenty-six per cent of the infants were 
54 pounds or under. 

The second stage was unduly short in 22 
per cent of the cases, whereas it was pro- 
longed in 18 per cent. 

Forceps or other forms of traction were 
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applied in 76 per cent of the deliveries, and 
breech births constituted 36 per cent, or 
more than one-third of the total. From 
these figures it may be assumed that the 
principle traumatic factors tending to 
produce intracranial injury are associated 
with breech deliveries, with too short or 
too prolonged a second stage, particularly 
in premature labour and with difficult 
forceps extraction. It will be noted that 
exactly one half of all the cases occurred 
in primiparae. 


DIAGNOSIS. 


The diagnosis of intracranial haemor- 
rhage is rendered difficult by the fact that 
the examination is purely objective and 
clinical methods of approach have little 
value where the central nervous system of 
the newborn is under consideration. The 
tendon reflexes are inconsistent and often 
misleading. Examination of the retina is 
difficult, and in addition has been reported 
to show haemorrhage as a result of con- 
gestion in 20 to 50 per cent of all deliveries, 
according to different observers. 

The pyramidal tracts are non-medul- 
lated, and presumably not functioning, 
which rules out the fore brain as an aid to 
localizing the trouble. The fontanelle may 
be bulging in cases of gross haemorrhage 
or in cerebral oedema, but may appear 
completely normal where the haemorrhage 
is small or localized infratentorially. It 
is a sound policy to treat every case of 
asphyxia as an intracranial haemorrhage 
until proved to be otherwise. The birth 
history is often of great assistance in making 
a diagnosis. The infant may show coma or 
drowsiness and refuse to suck, or may be 
extremely restless and irritable with a 
“cephalic’’ cry, and a tense, terrified 
expression. Vomiting for no apparent 


reason is sometimes a symptom. A slow 
pulse and rapid, shallow breathing, com- 


bined sometimes with thermolability, 
lethargy, coma or cyanotic attacks may be 
associated with haemorrhages involving 
the medullary area. Rigidity of the neck 
with opisthotonus or head retraction are 
often associated with the latter. Convul- 
sions are relatively common and are always 
gravely suspicious of intracranial damage. 
The Moro reflex, although present in cere- 
bral oedema, is one of the most valuable 
aids in diagnosis. It is also known as the 
‘startle ’’ reflex, and occurs in the normal 
infant whenever it is suddenly moved or 
gets a fright for any reason. Although there 
are various methods of producing it, in my 
opinion, the simplest way is to grasp the 
legs at the ankles and give the baby a 
sudden, small jerk. The normal infant 
responds to this with a quick abduction and 
adduction of the arms, as if to grasp and 
encircle some object. This reflex is absent 
or very diminished in intracranial haemor- 
rhage. Although it may also be absent 
in intracranial oedema, it returns rapidly 
as the oedema subsides. It is not advis- 
able, in my opinion, to use lumbar punc- 
ture for diagnostic purposes until other 
possibilities are excluded, such as atelec- 
tasis, hypoglycaemia, tetany, congenital 
heart and so on. Even then the results 
may be misleading, as the fluid may be 
clear in the presence of haemorrhage. 

Opinions vary considerably as to the use 
of lumbar puncture. Bland (1935) advises 
lumbar puncture in suspected cases, 
whereas Levinson (1935) suggests that 
blood in the cerebrospinal fluid has no 
significance, unless present in large am- 
ounts under pressure, and that the cerebro- 
spinal fluid may be clear in the presence 
of gross haemorrhage. On the other hand, 
Brennemann (1940) warns us that lumbar 
puncture may do harm by producing 
further haemorrhage, and favours conser- 
vative treatment. 

We favour an intermediate course with 
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Four photographs showing the falx and tentorium in a 
formalin fixed dissection. The instruments used for traction 
have been blocked out, and are not shown in these 
reproductions. 





Fic. 1. 
The effect of slight anteroposterior pressure on the skull 
with finger and thumb. 





FiG. 2: 
Willetts forceps and one-pound pull on scalp. 
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Willetts forceps and two-pound pull on scalp. 





Fic. 4. 
Two-pound pull from occiput and chin. 
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a tendency, if any, towards the conserva- 
tive side. If there is definite evidence of 
increased intracranial tension plus a bulg- 
ing fontanelle, lumbar puncture is done 
merely to relieve abnormal pressure. If 
there are symptoms of intracranial damage 
without marked evidence of pressure, we 
treat the case conservatively. Lumbar 
puncture is a disturbing operation for an 
infant that should be kept at complete rest. 
The removal of the cerebrospinal fluid may 
possibly loosen a clot that has formed at the 
bleeding point, and thirdly, the forcible 
folding of the infant to produce the convex 
spinal column necessary for the lumbar 
puncture may quite conceivably produce 
renewed haemorrhage at the bleeding 
point. A diagnosis of the site of the haemor- 
thage is not as a rule possible, though in 
some cases an attempt may be made to 
decide whether the bleeding is above or 
below the tentorium. In the former group 
the convulsions, if any, tend to be clonic in 
character. There is generally some facial 
twitching and rolling of the eyes. A tense 
fontanelle may be present and the infant 
is restless and crying excessively. In infra- 
tentorial haemorrhages, the infant often 
shows early head-rigidity, often with 
marked head-retraction. There are fre- 
quently attacks of cyanosis with coma or 
lethargy. Death generally ensues from 
paralysis of the vital centres. Convulsions, 
if present, tend to be of the tonic variety. 
In some cases of course, there may be a 
combination of haemorrhage both above 
and below the tentorium. 


TREATMENT. 

As in any intracranial injury, complete 
rest and the avoidanceof any violent 
resuscitative efforts are essential. Vitamin 
K is given and sedatives are used freely. 
The use of lumbar puncture has been dis- 
cussed under diagnosis. Respiration may 
require stimulation, and oxygen, or 


mixtures of oxygen and carbon dioxide, 
should be available; all ordinary feeding 
is stopped and fluids or feeds are adminis- 
tered in small amounts by gavage. Ries- 
enfeld (1931) feels that posture is import- 
ant and keeps the infant in an upright 
position for 8 to 10 days. 

Apart from these measures there is little 
the paediatrician can do and treatment, in 
order to be successful, must develop 
along prophylactic lines. 

I have endeavoured to show the prin- 
ciple factors involved in 50 cases of intra- 
cranial injury. If we can evolve some 
satisfactory method of dealing with even 
one of these contributory causes, we shall 
reduce our neonatal mortality accordingly. 


To the Professor of Anatomy, University 
College, Dublin, and his assistants for the 
dissections and photographic reproduc- 
tions, and to Professor McGrath and Dr. 
Geoghegan of the Pathological Depart- 
ment, National Maternity Hospital, I 
record my thanks. 
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Acute Inversion of the Uterus Treated by Huntington’s Operation 
BY 

Mary A. M. BicBy, M.D., M.R.C.O.G., 
PERLA GREEVES, M.B., B.Sc., M.R.C.O.G., 


AND 


ROBERT A. KINCH, M.B., B.S. 
Central Middlesex County Hospital, London. 


ACUTE inversion of the uterus is a very rare 
complication of parturition and for that 
reason few obstetricians have much ex- 
perience in its treatment. This paper records 
the successful use of an operation which is 
apparently little known in this country. 

It is generally taught that immediate 
digital replacement per vaginam is the 
method of choice, and Barrett (1945) 
stresses how easy this is if it is undertaken 
at once before oedema of the uterus and a 
tight constriction ring develop, but once 
these are present replacement becomes very 
difficult (Berkeley, Bonney and MacLeod, 
1938). Munro Kerr (1937) describes the 
ring as Bandl’s ring and not the cervix 
itself. O’Sullivan (1945) described a 
new method of accomplishing replacement 
when taxis had failed; he used a vaginal 
douche under hydraulic pressure with the 
introitus closed and effected reduction 
of the inversion in 2 cases; the same 
method was used successfully by Spitzer 
(1945) but Dawson (1943) and Norton 
(1944) found that vaginal replacement was 
impossible when much oedema of the uterus 
had occurred. Some authors recommend 
the use of adrenalin } to r ml. (1:1,000 
solution) which was first advocated by 
Urner (1933). If vaginal replacement fails 
it is usually taught that if the patient sur- 
vives the initial period of shock, the uterus 
may be replaced during the puerperium by 
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Aveling’s repositor, but occasionally spon- 
taneous rectification may occur; Comyns 
Berkeley (1915) found that this was aided 
by a vaginal douche. If the condition 
becomes chronic replacement may be 
effected by vaginal or abdominal operations 
such as those of Spinelli and Haultain. 
Huntington (1921) described an abdo- 
minal operation which he had used in I 
case in the acute phase when vaginal re- 
placement had failed and the patient was 
still bleeding. The haemorrhage and shock 
were treated by blood transfusion before 
and during operation and she recovered. 
Its successful use was recorded in 7 more 
cases by Huntington, Irving and Kellogg 
(1928) and Irving and Kellogg (1931). In 
4 of these, vaginal replacement had been 
tried and the vagina packed for haemor- 
rhage before abdominal operation. Two 
further successful cases have been recorded 
by Dawson (1943) and in 1 of these two 
attempts at vaginal replacement had been 
made at 24-hour intervals prior to Hunting- 
ton’s operation. In only 1 case so far 
recorded has a patient died following 
Huntington’s operation for replacement of 
the uterus (Harer and Sharkey, 1940) but 
details are not given as to whether she had 
transfusion-therapy. Irving (1943) recom- 
mended that the operation should be used 
without even attempting vaginal replace- 
ment. This was because the operation does 
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ACUTE INVERSION OF THE UTERUS 


not increase shock or haemorrhage, which 
vaginal manipulations tend to do, and it is 
technically simple, taking only 15 minutes 
to perform. 

The technique consists of an abdominal 
incision about 3 inches long to expose the 
inversion cup. The operator and his assis- 
tant, using Allis’s forceps, grasp the 
posterior uterine wall on either side, about 
3 inch below and inside the inversion cup 
and draw it up. A further 2 pairs of Allis’s 
forceps then grasp the uterus at a lower 
level and elevate it; the first pair are then 
removed and re-applied below the second 
and so on until the fundus is up and rein- 
version is complete. Any small abrasions 
in the uterine wall caused by the forceps 
are sutured with catgut. The abdomen is 
then closed. Irving and Kellogg (1931) 
described a modification in technique 
using Allis’s forceps at one uterine cornu 
only and they found the reposition success- 
ful in the 2 cases so treated. 

Our object in recording this case is to 
recommend the extended use of Hunting- 
ton’s operation in cases where vaginal 
replacement of the inverted uterus fails, 
bleeding continues and the patient remains 
shocked. The improvement in general 
condition after abdominal replacement of 
the uterus is dramatic, and bleeding stops 
immediately. 

Restorative measures, including blood- 
transfusion are, of course, continued until 
the patient’s condition is quite satisfactory 
and her blood-loss has been made up. 


CaSE RECORD. 


A 2-gravida, aged 27 years, first pregnancy and 
labour in 1945 were uneventful; the child weighed 
7 pounds. 

The second pregnancy was normal. Spontaneous 
delivery took place on 19th June, 1947, at home, 
attended by a midwife, after 7 hours in the first 
stage and 20 minutes in the second stage of labour; 
the child weighing 8 pounds 4 ounces. 
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Severe postpartum haemorrhage commenced 4 
minutes after delivery of the child. A doctor, who 
was called by the midwife, expressed the placenta 
by Credé’s method about half an hour later; 
during the procedure the cervix appeared at the 
vulva. Haemorrhage continued and admission to 
hospital was sought. 

On arrival of the ambulance at her home the 
patient was found to be too shocked to move and 
one of us (R.A.K.) went out and started a blood 
transfusion. The patient was just conscious, her 
pulse was barely palpable at the wrist at about 120 
beats per minute, and the blood-pressure was not 
recordable. After half a pint (280 ml.) of blood her 
condition was slightly improved, but suddenly she 
cried out with pain in the lower abdomen and said 
she wanted to push (as so vividly described by 
Norton, 1944) a further loss of about 4 ounces 
(110 ml.) of blood occurred, and she became more 
shocked. It was then discovered that the uterus 
was inverted, the inversion cup being just below 
the level of the umbilicus. It had a very tight ring 
about 1% inches in diameter and the bulky uterus 
was palpable in the lower abdomen below the cup. 
Bleeding continued and her condition deteriorated 
again. Morphia gr. 4% was given and a further 
1¥% pints (850 ml.) of blood, and then it was decided 
to transfer the patient to hospital with the drip 
continuing, as it was obvious that her condition 
would not improve until the uterus was replaced. 

On arrival at hospital her condition was very 
poor. She was cold and sweating with pulse 110 
and blood-pressure 60/ ?. She was still bleeding in 
a steady trickle which was faster than the trans- 
fusion would run in. The uterus was soft, flabby, 
and very bulky but the inversion cup remained a 
hard rim at about 1 inch below the umbilicus. 
Attempts were then made by one of us (P.G.) to re- 
invert the uterus under gas, oxygen and ether 
anaesthesia. The first method used was a vaginal 
douche with as much hydraulic pressure as possible 
but because the transfusion was running into the 
left leg and she had a perineal tear, difficulty was 
found in closing the vaginal orifice adequately. 
Then digital replacement was tried, using the cup 
to supply the point d’appui and an effort was made 
to dilate the ring through the abdominal wall. The 
flaccid cervix was felt as a thin rim in the vaginal 
vault below the constricting ring. These attempts 
at replacement were of no avail, therefore a pack 
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was inserted in an attempt to stem the bleeding 
which had been increased by manipulation. The 
patient was now having her fifth pint of blood, and 
a second transfusion was started in the arm in order 
to try to keep up with the blood loss. Bleeding 
continued through the pack and the patient’s con- 
dition showed no improvement, her pulse was 120 
and blood-pressure 66/?. This was 6% hours after 
delivery. 

She was then seen by another of us (M.A.M.B.) 
who decided that Huntington’s operation should 
be performed. This was carried out using the 
technique originally described by Huntington, 
under cyclopropane anaesthesia. The ease of the 
operation was confirmed and the fact that it takes 
only 15 minutes to do. The patient’s condition 
improved immediately and the bleeding stopped. 
A further 14% pints (850 ml.) of blood was given to 
combat her anaemia, making g pints (5,100 ml.) in 
all. An hour after operation she was conscious, her 
pulse was 100, blood-pressure 100/60 and colour 
good. 

She was given prophylactically 
immediately before and after operation. Only 
mild pyrexia developed, up to 100.6°F. on the 


penicillin 


second evening, and subsequently her temperature 
was normal and progress uneventful. Her haemo- 
globin was 8.4 g. (55 per cent) on the third day 
postpartum and she was discharged on the 14th 
day with the baby breast-fed. Six weeks after 
delivery her uterus was well involuted and ante- 
verted, the cervix felt normal and her haemoglobin 
was 12.8 g. (83 per cent). 


SUMMARY. 

1. The treatment of acute inversion of 
the uterus is discussed and Huntington’s 
operation is recommended where vaginal 
replacement fails. 

2. The technique of the operation is 
described; its ease and rapidity are stressed 
and the fact that it can be undertaken when 


the patient is shocked provided restorative 
measures, including blood-transfusion, are 
given. 

3. A case is recorded of acute inversion 
treated by Huntington’s operation after 
attempts at vaginal replacement had failed. 


We wish to express our gratitude to Dr. 
Alan Rankin (Anaesthetist) and to the 
midwives and theatre sister concerned for 
their co-operation and very great help in 
the treatment of this case. 
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The Effect of Pregnancy on the Translucence of the 
Mammary Gland 


BY 





L. HALBERSTAEDTER, M.D. 


(From the Radium Institute, Rothschild-Hadassah- 
University Hospital Jerusalem.) 


In 1931t Cutler described a method of 
transillumination of the mammary gland 
as an aid in the diagnosis of breast tumours. 

In examining several hundred women 
with suspicious lumps in the breast, we 
found that Cutler’s method was a very 
helpful supplement to the routine physical 
technique of the examination of the breast. 
It is especially useful in the early stages of 
malignant tumours. However, we found it 
impossible to use this method in the 
diagnosis of breast tumours during preg- 
nancy. In such cases the mammary glands 
were only slightly translucent. By the 4th 
month of pregnancy breasts were almost 
completely opaque. 

We therefore endeavoured to find out : 

(1) At what stage after conception trans- 
lucency of the breast first begins to diminish 
(later to disappear completely). 

(2) How far this sign can be used as a 
proof of pregnancy and as a method of 
differentiating between certain pathological 
processes and pregnancy. 

The normal mammary gland in women 
of different ages and constitutions always 
shows a reddish light if transilluminated 
with a small electric bulb in a dark room. 
Generally both breasts are of equal trans- 
lucency. The nipples and areolas around 
are translucent if not darkly pigmented. 
The brightness varies in different indivi- 


duals, depending on the volume and the 
E 





degree of firmness of the breast. The breast 
is more transparent in elderly women, 
women who have nursed babies or given 
birth. In case of pregnancy the trans- 
lucency is uniformly diminished without 
sharp boundaries throughout the breast, 
and is almost identical in both sides. This 
is quite different from the circumscribed 
shadow in an otherwise clear breast which 
indicates a pathological process. 

The transilluminated breasts are less 
translucent in early pregnancy and become 
progressively darker in the ensuing weeks. 
Then the light from the electric bulb, which 
easily passes through a normal mammary 
gland, cannot penetrate the similar sized 
breast of a pregnant woman. 

The translucency begins to diminish 
markedly in about the 7th week of preg- 
nancy and sometimes 2 weeks later. This 
change, characteristic of pregnancy, is 
termed ‘‘ positive for pregnancy ’’. 

It must be mentioned that in the first 3 
months of pregnancy, when the breasts are 
not completely opaque, it is not easy to 
clearly determine that the translucency in 
a particular case has really diminished. We 
had the opportunity, in some of our patients 
suffering from slight mastopathia, to trans- 
illuminate the breast before and after preg- 
nancy. In these cases we could trace, from 
the beginning, the influence of preg- 
nancy on the translucency of the breasts. 
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To test the usefulness of this method in 
the diagnosis of pregnancy we asked the 
Department of Gynaecology and Obstetrics 
(Professor B. Zondek) to send us a number 
of pregnant and non-pregnant women for 
transillumination. We received no details 
concerning these cases from that depart- 
ment. We ourselves asked no questions and 
only applied the transillumination test. 

After writing our report, we received 
the case histories from the Department 
of Gynaecology. We called the result 
“positive ’’ only if it was unmistakably 
clear. If the result was questionable the 
patient was again examined 1 or 2 weeks 
later. In all the non-pregnant women the 
reaction was negative. 

Out of 5 women in the 6th week of preg- 
nancy, 3 gave “‘ positive ’’ results. One of 
the 2 patients showing a “‘ negative ’’ result 
had had a recent abortion and was not re- 
examined by transillumination. Five of 7 
women in the 7th to the 8th week of preg- 
nancy gave “‘ positive’’ results, and the 
same “‘ positive ’’ results were found in this 
series in all 5 women in the 2nd and 3rd 
month of pregnancy. It is not of special 
interest for diagnostic purposes that in cases 
of pregnancy in the 4th month and later, 
the results were ‘‘ positive ’’ 

The test was of actual diagnostic help in 
the following 2 cases: 


1. PatientS. A. 
Diagnosis. Ovarian cyst or extra- 
uterine pregnancy ? 
Transillumination, ‘‘ Positive for preg- 
nancy.”’ 
Immediate operation. Proved extra- 
uterine pregnacy. 


2. Patient Z. W. 
Diagnosis. Suspected _ extra-uterine 

pregnancy. 
Transillumination. ‘‘ Positive for preg- 
nancy.”’ 
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Operation. Proved extra-uterine preg- 
nancy. 
(Aschheim-Zondek Reaction “‘ Posi- 
tive ’’.) 

Three patients with galactorrhoea were 
examined, 2 of them suffering also from 
amenorrhoea, and 1 from a _ pituitary 
tumour. It is interesting to note that in 
spite of the secretion of the milky fluid the 
breasts were clearly translucent. None of 
these 3 women was pregnant. 

In 1 case of pregnancy we were sur- 
prised to find one breast more translucent 
than the other. Afterwards we heard that 
the more translucent breast had given less 
milk after previous births. 

Besides this series we found that in some 
cases the test could not be clearly recognized 
as positive although the women were in the 
3rd month of pregnancy. 

For the time being we can establish that 
in the first 6 weeks of pregnancy the breasts 
are still clearly translucent. In the period 
between 6 to 10 weeks the translucency 
begins to diminish, but there is not an 
objective method of determining the degree 
of reduction of translucency in an indi- 
vidual case; that can be done only after 
experience has been obtained in a great 
number of cases. After 10 weeks the 
fading of the translucency is easier to 
determine and, in almost all cases, after 12 
weeks the breasts are, with only a few 
exceptions, opaque. 








TECHNIQUE. 


Like Cutler, we used a small electric 
bulb of 6 to 8 volts fixed at the end of a 
curved rod. The bulb is connected with a 
small transformer (ca. 15 to 20 watt). The 
intensity of the light is regulated by 4 
rheostat adjusted to the size of the patient’ $ 
breast. The examination was done in 4 
dark room after adaptation of the exam- 
iner’s eyes. 
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TRANSLUCENCE OF THE MAMMARY GLAND 


SUMMARY. 

The translucency of the normal breast 
diminishes during pregnancy. The change 
usually first becomes evident in about the 
7th to 8th week of pregnancy. A decrease of 
translucency of the breast may indicate 
pregnancy. This sign can be useful in some 
cases as a quick and easy method of differ- 
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entiating between pregnancy and other pro- 
cesses, but only if it is clearly positive. 


I am indebted to Professor B. Zondek 
and Drs. Bromberg and Brzezinski for their 
interest and assistance. 


REFERENCE. 
Cutler, M. (1931): Ann. Surg., 93, 223. 





Elderly Primigravidae 


BY 


P, C. Dutta, 0.B.£., F.R.C.S., D.G.O., Lt.-Col. I.M.5. 


Professor of Midwifery and Gynaecology, Glancy Medical College, 
Amymitsar, India. 


THERE has been a certain amount of dis- 
cussion whether the term should be elderly 
primiparae or primigravidae. Although the 
former term is in common use, for obvious 
reasons it is preferable to use the latter. 

All obstetric textbooks warn us of the 
difficulties of labour in elderly primi- 
gravidae, the popular conception being that 
owing to rigidity of the soft parts trouble 
is to be expected. 

It is well that these women be classified 
into 2 main groups: (1) Those who did not 
have an opportunity for getting pregnant 
earlier due to late marriage or other such 
reasons and (2) those who did not get preg- 
nant despite early marriage or other oppor- 
tunities of being pregnant. I consider this 
classification important for proper prog- 
nosis and management of labour. 

Some authorities (Rucker, 1935; DeLee 
and Greenhill, 1943a) take 30 years as the 
lower age limit for definition, while others 
(Stander, 1945; Nathanson, 1935; Kuder 
and Johnson, 1944) prefer 35 as the 
minimum. In India, where the average 
woman matures, procreates and ends her 
sexual life earlier, the minimum should be 
30 if not less: I usually take 26 as the 
lower limit. 

Rucker (1935) noted the following in an 
analysis of 553 cases of primigravidae 
above the age of 30. The average dura- 
tion of labour was 16.8 hours. Premature 
rupture of membranes was the commonest 
complication. Perineal rigidity with conse- 
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quent laceration and third-degree tears 
were rather common. The third stage was 
found to be especially troublesome and 
dangerous. Association of pregnancy with 
fibroids was more common. Incidence of 
toxaemias was 3 per cent; placenta praevia, 
3 per cent; infant mortality, 15 per cent; 
and female children were more commonly 
produced than males. 

Nathanson (1935) found that the justo- 
minor pelvis was more common among 
the younger members of the group and the 
funnel pelvis among the older. So, dys- 
tocia was more common at the inlet among 
the younger and at the outlet among the 
older women. There was a higher inci- 
dence of persistent occipito-posterior and 
breech presentations, 21.9 and 6 per cent, 
respectively, nearly twice as high as the 
general run. Duration of labour was longer 
and there was greater incidence of mal- 
presentation; uterine inertia was g times 
more frequent. The pelvic synchondroses 
are rigid and nutation of sacrum is absent, 
making further causes of delay in delivery. 
All these are also liable to cause laceration 
and infection in the mother and cerebral 
injury and asphyxia in the child. Stillbirths 
are 3 times higher than normal. The inci- 
dence of Caesarean section was II per cent 
and it was noted that the age of the patient 
was not the main indication in most cases 
but pelvic deformity, non-dilatation of the 
cervix or progressive toxaemia. These 
associated conditions in the elderly primi- 
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ELDERLY PRIMIGRAVIDAE 


gravida are of great importance apart from 
the effects of her age. Complications in the 
third stage are twice as common. Post- 
partum haemorrhage from lacerations and 
atony of the uterus is common. After- 
effects of delivery on the nervous system 
are often pronounced and the puerperium 
is prolonged. Maternal mortality was 1.6 
per cent compared with nil in the younger 
group studied. Nathanson particularly 
mentions, and my findings confirm, that 
these patients often suffer from menstrual 
irregularities. Those associated with de- 
layed onset of menstruation seemed to in- 
fluence the type and duration of labour. 

Lundh (1926) was the first to draw our 
attention to the association of elderly primi- 
gravidity with under-development of the 
genitalia. Horner (1927) described a more 
or less clearly defined class of difficult 
labour which DeLee and Greenhill (1943b) 
named ‘‘Dystrophia-dystocia Syndrome’’. 
The main features of this syndrome are a 
slightly justo-minor or masculine type of 
pelvis with girdle obesity and signs of 
dystrophia adiposogenitalis (hypopituitar- 
ism), small cervix, narrow rigid vagina, 
aged primigravidity, postmaturity of the 
child, non-engagement of the foetal head 
when labour begins, posterior position of 
the occiput, premature rupture of mem- 
branes, weak pains with protracted first- 
stage, familial dystocia and a tendency to 
eclampsia. 

Horner’s description (1927) of these 
patients is illuminating. The woman’s 
difficulties begin before or shortly after mar- 
riage with menstrual irregularity and sexual 
apathy. Pregnancy is delayed, it may 
be for many years. The patient is usually 
short, stocky, with relatively long torso and 
short thighs. There is a tendency to mascu- 
linity. The bones of the pelvis are thick 
and heavy, the pubic arch narrow and of 
the masculine type, the vagina tight and 
shallow, and the levatores often rigid. These 
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women are subject to endocrinal distur- 
bances and have a tendency to toxaemia 
and abortion. Owing to under-develop- 
ment of the genitalia, atony of the uterus is 
common, cervical tears are frequent and 
lacerations of the soft parts extensive, so 
that at the end of the labour one often feels 
that, in anticipation of these difficulties, 
Caesarean section would have been the 
better choice. 

The association of genital hypoplasia and 
delayed conception is well known. In these 
women, although opportunities for preg- 
nancy are there, pregnancy does not occur. 
These are also patients whose pelves are 
under-developed or of the justo-minor 
type or, due to some endocrine distur- 
bance, the pelvis has a tendency to be 
android, and there is weak or irregular 
uterine action during labour. The associa- 
tion of genital hypoplasia and deformity of 
pelvis causing complications in labour was 
described by me in 1928. Much of the 
haziness of our knowledge of genital hypo- 
plasia and endocrinology has since been 
cleared up. Dystocia associated with this 
type of elderly primigravida can be reason- 
ably attributed to endocrinal dysfunction 
causing genital hypoplasia, delayed con- 
ception, uterine weakness and _ pelvic 
deformity, which all add to the difficulties 
of the case apart from the rigidity of the 
soft parts. 

Elderly primigravidae are not common 
in India because of existing social customs 
which favour early marriage. The inci- 
dence, as I could gather from the morbidity- 
rate of the Lady Willingdon Hospital 
Reports for 1937-1938, was 4 per cent, but 
as morbidity is likely to be twice as com- 
mon among elderly primigravidae, the 
corrected figure would be 2 per cent at the 
most, taking 26 years as the minimum age. 
If 30 is taken as the minimum age, it will be 
less than 0.5 per cent. In hospital practice 
one practically never sees examples of the 
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first group—those in whom late pregnancy 
is due to late marriage. The few we see 
belong to the second group in whom preg- 
nancy did not take place in spite of oppor- 
tunities for conception being present, the 
probable cause being genital abnormality, 
either hypoplasia or dystrophia. In private 
practice one see more patients belonging 
to the first group but, compared with 
the hypoplastic group, they are far less 
numerous. 


CONCLUSION. 


It is therefore considered important that 
in every case of an elderly primigravida 
one should find out if delayed pregnancy 
is due to under-development of the geni- 
talia, with or without pelvic deformity, or 
to lack of opportunity of being pregnant. 
In the latter, management is more or less 
easy. Difficulty will be caused only by the 
soft parts—cervix, pelvic floor and peri- 
neum—and can be overcome by more or 
less simple measures. 

If, on the other hand, delayed pregnancy 
is due to genital hypoplasia, the problem 
is more formidable. One important factor 
which must be taken into consideration is 
that there is very little likelihood of another 
pregnancy, more especially so if manipu- 
lations and interference cause infection. 
In many cases belonging to this group is 
found one-child sterility. The woman has 
a certain amount of hypoplasia, becomes 
pregnant, and then, due to trouble in labour 
or infection, mild or severe, her already 
existing sub-fertile condition proceeds to 
complete sterility. Such patients often 
present themselves in our clinics, and on 
examination one finds under-development 
of genitalia which is often wrongly attri- 
buted to lactational atrophy. 

Therefore, in the management of all 
elderly primigravidae, a careful examina- 
tion should be made to find if there is 


associated genital hypoplasia. If signs of 
this are present they are of ill omen: every 
endeavour must be made to avoid unneces- 
sary risks in pregnancy and labour, and no 
effort should be spared to get a child that 
will survive, as there will be very little 
chance of another pregnancy. In all cases 
prenatal care is of extreme importance 
and hospital facilities for delivery most 
necessary. 


SUMMARY. 


1. Elderly primigravidae should be clas- 
sified into 2 groups: (a) Those whose condi- 
tion is due to genital hypoplasia and sub- 
fertile condition. 

(b) Those who have lacked earlier oppor- 
tunity of being pregnant. 

2. Prognosis is worse in those with 
genital hypoplasia, and great care and 
attention are necessary during labour. 

3. It must be borne in mind that there is 
little chance of another pregnancy in 
patients with hypoplasia. 
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A Case of Double Tubal Pregnancy 


BY 


P.C. Dutta, O.B.E., F.R.C.S., D.G.O., Lt.-Col. I.M.S. 


Department of Obstetrics and Gynaecology, Glancy Medical College, 
Amritsar, India. 


SIMULTANEOUS pregnancy in both the 
Fallopian tubes being very rare, it is con- 
sidered worthwhile publishing this case. 


A married woman, aged 18 years, was seen in 
her second pregnancy. Her first pregnancy and 
labour, 18 months previously, were normal. Men- 
struation started at the age of 14 years, regular, 3 
to 4 days, 30 days’ interval. The last menstrual 
period was 6 weeks before. About 8 days before 
admission to hospital she had acute pain in the 
abdomen. Bleeding per vaginam started 5 days 
before admission, and 3 days before admission she 
noticed a mass in the lower abdomen. 

Condition on admission. Pulse, 90; blood-pres- 
sure, 115/80 mm. Hg.; temperature 98°F. An 
abdominal mass was felt about 5 fingers above the 
symphysis pubis, globular, bigger and more resist- 
ant on the right, although tense fluctuation could 
be elicited throughout. The body of the uterus 
was rather indefinite and merged with a large 
tender swelling, in the pouch of Douglas, 5 x 3% 
inches (11.5 x 8.7 cm.). 

Operation. The abdomen was opened by right 
paramedian incision. The body of the uterus was 
pushed forwards and upwards and fixed. The 
omentum and intestines were adherent to the top 
and front of the fundus. Both the Fallopian tubes 
were behind the adhesions and were hidden from 
view on opening the abdomen. The pouch of 
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Douglas was thus completely cut off from the 
peritoneal cavity in front of the uterus and no blood 
was visible on opening the abdomen. On separat- 
ing the adhesions from the top of the fundus masses 
of dark clotted blood escaped. After evacuating 
the blood it was found that there was a ruptured 
tubal pregnancy in the left Fallopian tube. On 
examining the right tube there was found a dark 
swelling about % inch in diameter (1.25 cm.) in 
the ampullary part of the tube. The ostium was 
occluded and it appeared that there was a small 
haemorrhage in the lumen of the tube, which, on 
further examination was found to contain what 
looked like a pregnancy. The part of the tube was 
excised and pregnancy was confirmed by histo- 
logical examination. There was a distinct corpus 
luteum present in the right ovary. Pregnancy in 
the ruptured (left) tube was also confirmed by 
histological examination. The left ovary was 
adherent to the tube and other structures and was 
damaged during separation of adhesions, so it 
could not be ascertained if there was another 
corpus luteum in it. 


Comment. Although double tubal preg- 
nancy is very uncommon, in every case of 
tubal gestation the other tube should be 
examined. In this case if the unruptured 
tube had not been discovered and dealt 
with, the case might have ended fatally. 








The Difficult Dilatation* 


BY 
E. FARQUHAR Murray, M.D., F.R.C.S., 
PF REAOG., 


Professor of Midwifery and Gynaecology, University of Durham. 


DILATATION of the cervix in most cases of 
dysmenorrhoea or sterility or menorrhagia 
is technically easy. 

In others difficulty is met with at the 
internal os. One hesitates to use force in 
case the cervix is torn with the volsellum 
or the uterus perforated with the dilator. 
A uterine sound, bent to a suitable angle, 





*A communication read before the North of 
England Obstetrical and Gynaecological Society, 
June 1947. 


72 


can usually be passed, but a dilator does 
not allow of this being done. The following 
procedure will meet with invariable 
success. When the difficulty is first met with 
continue the dilatation with the subsequent 
dilators up to size 8 Hegar. No attempt 
should be made to pass the internal os. 
Then start again with the smallest size, when 
a passage will easily be obtained until the 
largest size has been used. The dilatation of 
the cervical canal results in a dilatation of 
the internal os. 
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Obituary 


JAMES ROBERT GOODALL 


O.B-E., M.D: FA C.O.G., F-A:C:S., 
1877—1947 


Dr. GOODALL was born at Ottawa in 1877. 
His preliminary education was in that city, 
where he graduated as gold medallist from 
Ottawa College. The Bachelor of Arts 
degree was awarded from McGill University 
in 1899 and in 1gor he received the M.D., 
C.M. 

Graduate studies were completed in 
Montreal, Edinburgh, Paris and Berlin. 
During this time he was keenly interested 
in the study of ovarian neoplasms. On the 
completion of an outstanding monograph 
with reference to this subject he was 
awarded the Dector of Science degree from 
McGill in 1911. In rg12 he was appointed 
clinical professor in the Department of 
Obstetrics and Gynaecology. Since then he 
was an active member of McGill and several 
Montreal hospitals which include the Royal 
Victoria Montreal Maternity, Homeopathic, 
St. Mary’s and the Jewish hospitals. 

His continuous contribution to Montreal 
medicine for a forty-year period was inter- 
rupted only for five years. This was during 
the first World War, Sept. 1914 to Sept. 
1919, when he served as medical officer 
with the 5th Mounted Rifles. He was 
wounded on three occasions and was three 
times mentioned in dispatches. He also 
served at military headquarters in London 
and was decorated with the Order of the 
British Empire. 

During his medical career Dr. Goodall 
received many honorary and other degrees 
including the F.A.C.S., F.I.C.S., and 
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F.R.C.O.G., the D.Sc. of Edinburgh and 
Chicago. He wasa prolific writer and made 
many valuable contributions to this Journal 
and to Americal medical journals. In 
addition to his monograph on ovarian 
neoplasms he is best known for his book on 
endometriosis, on which subject he was 
classed as an authority. 


Outside of his profession he took a keen 
interest in various endeavours. He had a 
wide knowledge of modern literature and 
was an accomplished linguist, being able to 
converse in five languages. Music was one 
of his hobbies. In later years he became 
interested in philosophy and though many 
of his friends were not totally in accord with 
his ideas, they were agreed that his ap- 
proach was stimulating and thought-pro- 
voking. At the time of his death Dr. Goodall 
was working on a philosophical monograph 
entitled Religio Chirurg: and had recently 
presented a paper in Toronto on the History 
of Man’s Concept of the Soul. 


Dr. Goodall was active until the day of 
his death. He performed a major operation 
in the Royal Victoria Hospital a few hours 
before he was suddenly stricken. He died 
on September 25, 1947. 


His students, colleagues and friends will 
remember him as an accomplished teacher, 
a surgeon of unusual dexterity and a great 
gentleman. 


He is survived by his wife, a son and two 
daughters. 




































ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


A Meeting of the Council was held in the College House on Saturday, 
24th January, 1948, with the President, Mr. William Gilliatt, in the Chair. 


The following were admitted to the: 
Fellowship of the College. 
William Allan Dafoe. 
Membership of the College. ; 
Segulla Jacob Aptekar. ; 
Solomon Bender. 7 


Elizabeth McCallum. 
Dorothy Mary Satur. 
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The following candidates were elected to the Membership of the College. 


Sidney Graham Aitken. Michael Maurice Kriseman. 
Sylvester Campbell Anderson. Sylvia Lerer. 

Islay Cecil Barne. Una Gertrude Lister. 

Wallace Barr. Florence Pamela Logan. 

Fred Benjamin. James Theodore Louw. 
Margaret Ellen Mary Boulton. Samuel Douglas Loxton. 
John Montgomery Bowen. Silvia Celeste Lucas. 

John Campbell McClure Browne. Donald Stafford Matthews. 
Ellsworth Cullen Bryant. Aaron Michel Michalowsky. 
James Taylor Burrowes, Narotamdas Vithaldas Mody. 
Richard Waywell Burslem. Cecilia Mitchell Murray. 
Agnes Urquhart Campbell. George Stuart Musgrove. 
Alan Waugh Chester. Maurice James Dewar Noble. 
John Crawford. Khorshed Pasricha. 

Leslie Albert Cruttenden. Ramanlal Girdharlal Patel. 
Peter Cronshaw Denham. Andrew Ebert Perera. 

John Dunlop. Peng Teik Por. 

Sidney Evans. Robert Williamson Kinross Purser. 
John Frederick Foulkes. Theodore Francis Redman. 
Dennis Charles Galloway. Otto Arnold Schmidt. 
Stanley Frederick Hans, Francis Shaw. 

Betty Hargreaves. Benjamin Henry Sheares. 
Jason Hobert Hassard. Donald Moffat Sheppard. 
Rosa Hertz. Bahman Schrabji Surti. 
John Bain Hurll. David Alexander Thomson. 
Philip Seukaran Jaikaran. John Granville Thurston. 
Mary Soutar Jolly. Shree Nath Upadhyay. 


Edward Wynne Jones. 


At the same meeting Sir William Fletcher Shaw agreed to accept an 
invitation from the members of the College in Canada to visit them on behalf 
of the College. He hopes to leave England in April, and will visit various 
centres to discuss with the Fellows and Members of the College matters 
affecting practice of obstetrics and gynaecology in the Dominion. 
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Royal College of Obstetricians and 


Gynaecologists 
58, QUEEN ANNE STREET, LONDON, W.1 


Prize Essay 


A prize of £50, offered by a Fellow of the College, will be 
awarded for the best essay embodying original work or obser- 


vations on the 


“Physiology or Management of the 
Third Stage of Labour” 


Essays must be typewritten and should not exceed 2,000 
words. The prize-winning essay will be published in the Journal 


of Obstetrics and Gynaecology of the British Empire. 


Entries will be accepted from medical practitioners in the 
British Commonwealth, and must be submitted to the Secretary 


before 31st December, 1948. 


The award will be made at the Spring meeting of the Council 
in 1949. 

















BOOK REVIEWS 


‘* Progress in Gynaecology.’’ By J. V. MeIcs and 
S. H. Sturcis. Wm. Heinemann Ltd., London, 


1947, PP. 552, 35S. 


Tuis book provides a welcome addition to gynae- 
cological literature. In the preface it is stated that 
it is published for the purpose of ‘‘ refreshing and 
bringing up to date those medical men who have 
spent the last years in the armed forces of their 
country.”’ 

The book is divided into sections, each dealing 
with a group of allied subjects. Many of the 
authors are of international reputation, and their 
articles carry the ring of authority, while providing 
at the same time an excellent epitome of their own 
Markee’s article on menstrual 
bleeding is a good example. Reifenstein’s chapter 
on,the adrenal cortex is an excellent presentation 


more recent work. 


of a subject which tends to be neglected by gynae- 
cologists, and Te Linde gives a studied and well- 
balanced appraisal of 
Sturgis has written an excellent chapter on amenor- 


pre-invasive carcinoma. 
rhoea which goes far to clarify a difficult problem. 
That on 
leukoplakia, pruritus and senile vulvitis leaves 
confusion worse confounded, and the chapter on 
dysmenorrhoea is disappointing. In writing on 
the technique of sterilization Sturgis has given a 
surprising list of indications, including (without 
qualification) pulmonary tuberculosis and previous 
toxaemia. It is doubtless assumed that a dis- 
criminating eye will be employed. 

It is inevitable that in a volume by 71 authors 
there should be some overlapping, and some 
difference of opinion. Thus Schiller and Novak 
each give a different development for the vagina, 
and Dockerty and Hamblen appear to differ as to 
the risk of uterine carcinoma attendant on the 
hyperoestrogenic state. Such difference, however, 


Not all articles are so good, however. 


will perhaps serve to remind the reader that our 
knowledge on these subjects is still fluid. 
Perhaps the most striking advance in therapy 


since the beginning of the second World War has 
been in the field of antibiotics. It is surprising 
therefore that so little space is devoted to it—the 
briefest of surveys has been made to suffice. In 
dealing with penicillin therapy in gonorrhoea it 
might have been wise to mention the risk of mask- 
ing a syphilitic infection acquired at the same time. 

The article on venous thrombosis lays emphasis 
on the surgical aspects of treatment. Wholesale 
ligation of femoral veins seems a very drastic 
prophylaxis for the rare accident of serious pul- 
monary embolism, and one wonders whether this 
treatment will not be largely abandoned as opinion 
matures. 

The book should prove of interest and of value 
to readers in this country, providing as it does a 
mosaic of modern American opinion in gynaecology. 

The volume is well bound, clearly printed, and 
the illustrations are well reproduced. 


“Obstetrics and Gynaecology.’’ By G. Scott 
RussE._. Oxford Medical Publications, pp. 211. 


AFTER referring to the plenitude of obstetric and 
gynaecological textbooks, Professor Chassar Moir in 
his foreword speaks of this book as ‘“‘ different,” 
and so it is, both in form and intention. Thus it 
should escape comparison, but it must be noted 
that while a certain popular Short Textbook of 
Obstetrics runs to 545 pages, Scott Russell’s book 
contains but 211, including the section on gynaeco- 
logy! Can this book then hope to serve well those 
to whom it is addressed in the preface, who ‘‘ wish 
to pick up again the threads ’’ or ‘‘ care to revise 
their knowledge ’’? 

It is true that the range of material and detail 
packed in so small a space is remarkable—one 
would choose here for praise the section on pelvic 
radiography—and the whole is most réadable. 
But these very virtues cause misgiving. Within 
these narrow limits may seem to the reader to lie 
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an easy mastery or remastery of the subject, and 
this is a quite unwarrantable assumption. 

That there is much more to be taken into account 
than can be here compressed is clearly the author’s 
view from the many references given in the text 
as a guide to further reading. But it must be 


remarked that probably many for whom the book 
is intended will not have ready access to the matter 
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cited. A bibliography of standard modern text- 
books might, with advantage, be added in subse- 
quent editions. For the present it is to be hoped 
that the book will stimulate to wider and deeper 
study rather than instil a sense of all-knowing. 

On pp. 91-92 it is stated that ‘0.25 mgm. 
digoxin = 1% gm. of powdered leaf.’’ Gm. must 
be a misprint for gr. 
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THE ROYAL SOCIETY OF MEDICINE 
OBSTETRIC SECTION. 
19th December, 1947. 


Mr. Everard Williams introduced the subject of 
the management of cases of vesicovaginal fistula 
and divided ureter. After paying brief tribute to 
the pioneer work of Marion Sims he proceeded to 
describe the pioneer work of Trendelenburg with 
his suprapubic transvesical operation first per- 
formed in 1881. The technique of the operation 
was improved by the French urologist, Marion J. 
Paris, so that little remained to be modified at the 
present time. The transvesical operation is suited 
to all vesicovaginal fistulae of gynaecological origin 
now mounting in numbers until they out-number 
those of obstetric origin. 

All high-lying obstetric fistulae (which are in close 
proximity to the ureter) are better repaired by the 
transvesical route, leaving the low-lying fistulae to 
be dealt with by the vaginal route. Mr. Everard 
Williams recommended early suprapubic cystotomy 
in place of conservative and expectant treatment 
for vesicovaginal fistulae and their early repair if 
spontaneous healing did not occur in a matter of 
a few weeks, so as to avoid the distressing com- 
plication of a contracted or thimble bladder. 

With the complication of ureteric fistulae he 
recommended transplantation of ureters into the 
bladder (or, failing this, into the colon) in place of 
attempting to suture the divided ends because of 
the risk of development of hydronephrosis at a later 
date. Ureterosigmoid anastomosis was the method 
of election in dealing with fistulae that destroyed 
the urethral sphincter rather than attempting to 
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transplant pyramidalis or gracilis muscles and 
fashion a new sphincter in that way. 

The early repair of ureteric lesions was more 
important than the early repair of vesical fistulae 
if permanent renal damage were to be avoided. 


DISCUSSION ON VESICOVAGINAL FISTULA. 

Mr. R. Ogier Ward, in the course of his opening 
remarks and reply, said that he supposed the Sims 
operation retained an unchallenged place for the 
usual type of fistula. For the extremely severe 
types seen amongst uncivilized races transplanta- 
tion of the ureters was of great value, witness the 
excellent results obtained by surgeons in East 
Africa; a healthy rectum with a fully competent 
sphincter was an essential. Swift Joly’s trans- 
peritoneal approach to the bladder with separation 
of it from the vagina was valuable in other severe 
cases. In high fistulae, particularly such as might 
result from gynaecological operations, a transvesical 
approach to the fistula, with careful excision and 
repair, combined with additional suture from the 
vaginal aspect, was usually successful, and was 
often so when the Sims method had failed; supra- 
pubic drainage of the bladder was necessary. Pre- 
liminary cystoscopy, the vagina being packed and 
a flushing cystoscope used, would enable an 
accurate diagnosis to be made in all cases except 
those with very large fistulae. Excretion uro- 
graphy should not be omitted lest a ureteric 
fistula co-exist. 
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The Journal is fortunate in being able to run this Review in conjunction with the 
Abstracting Service of the British Medical Association. All the abstracts of this service 
which cover obstetrical and gynaecological literature and literature on the new-born are 
at our disposal. The Review will, however, contain in addition abstracts of articles 
which, though not of sufficient general interest for publication in the monthly volumes 
published by the British Medical Association, are yet sufficiently important for a 
specialist journal. It is to be hoped that our readers will collaborate in the preparation 
of these abstracts. Those who are willing to take part in the service are invited to 
communicate with the Editor, The Abstracting Service, B.M.A. House, Tavistock 
Square, London, W.C.1. There is special need of abstracters in foreign languages, and 
when offering his or her services the writer should indicate the language (apart from 
English) in which he or she is proficient. The name of the abstracter will be acknowledged 
in the text and payment will be made at the rate of thirty shillings per thousand words. 
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ANATOMY 


1. The Pelvis with Horizontal Symphysis. (Le bassin 
a symphyse horizontale.) 

By P. BrauLt. Gynéc. Obstét., 45, 824-826, 1946. 

The author has had 25 years of practical 
obstetrical experience in an area where the effect of 
rickets is frequently seen in childbirth, and he 
describes a condition where the symphysis pubis 
adopts an almost horizontal inclination. He states 
that in a normal woman the diagonal conjugate 
makes an angle of 95 degrees with the symphysis 
pubis. In the cases he describes this angle is 
reduced to 45 degrees. 

In labour this anatomical peculiarity causes the 
anterior parietal bone to override the upper border 
of the symphysis pubis, giving rise to asynclitism. 
The author is of the opinion that delivery should be 
completed, not by forceps, but either by Caesarean 
section in the case of gross disproportion, or by 
internal version in minor degrees of disproportion. 
Indeed, he makes a plea for the more frequent 
employment of internal version in such cases. 

G. Gordon Lennon 


2. A Method of Radiopelvimetry of the Pelvic Inlet. 
(Une méthode de _ radio-pelvimétrie du  détroit 
supérieur. ) 

By P. Rosa. Gynaecologia, Basel, 123, 137-166, 
Mar., 1947. 14 figs., 5 refs. : 

An accurate method (an elaboration of Von 
Schubert’s method) is described for the determina- 
tion of the true conjugate diameter of the pelvic 
inlet and of the inclination of the plane o/ the inlet 
to the vertical. Both can be determined from a 
lateral radiograph of the pelvis taken with the 
patient in the upright position. Before radiography 
a graduated notched metallic ruler is inserted 
between the thighs of the patient as high as it will 
go and accurately placed in the sagittal plane of 
the patient. The patient is then placed in the Albert 
semi-sitting position. As the inclination of the pelvic 
brim to the vertical is known from the lateral view, 
the pelvic brim can be so adjusted as to make it 
exactly parallel to the plane of the film. A notched 
metallic rule is placed in the plane of the brim and 
a radiograph of the brim and rule is obtained. On 
this radiograph all the other diameters of the pelvic 
brim can be read. The author claims an accuracy 
up to 2 mm. for this method. 

A. Orley 


3. Critical Evaluation of External Pelvic Measure- 
ments. (Kritik an der dusseren Beckenmessung.) 

By H. Hosemann. Zbl, Gynik., 69, 49-55, 1947. 
3 figs. 


4. Determination of the Size of the True Conjugate 
from the Radiograph by Means of the ‘‘ Magnification 
Triangle ’’. (Die Grossenbestimmung der Conjugata 


vera dem Roéntgenbild mit Hilfe des ‘‘ Vergroésserungs- 
dreieckes ’’.) 

By L. Pretssi. Klin. Med. Wien., 2, 272-275, 
Mar. 15, 1947. 3 figs. 


5. Histological Changes in the Ovary and Genital 
Tract of the Adult Rat on a High Protein Diet. (Modi- 
fications histologiques de |’ovaire et du tractus génital 
de la rate adulte soumise au régime hyperprotidique. ) 

By H. TucHMANN-DupLEssiIs and P. ASCHKEN- 
ASY-LELU. C.R. Soc. Biol., Paris, 141, 689-690, 


July 5, 1947. 


PHYSIOLOGY 

6. Thyroxine and Vitamin C in Relation to Female 
Reproductive Functions. (La tiroxina e la vitamina 
C in rapporto alle funzioni riproduttive femminili.) 

By U. BracaLe. Arch. Ostet. Ginec., 52, 17-49, 
Jan.-Feb., 1947. 7 figs., 88 refs. 

The influence of daily intravenous injections of 
thyroxine on 8 pregnant rabbits was studied. Two 
rabbits were used as controls; 1 non-pregnant rabbit 
was treated with thyroxine, the other, which was 
pregnant, had no treatment. A second group of 
8 pregnant rabbits were injected with alternate 
doses of thyroxine and vitamin C (high doses), and 
the evolution o: pregnancy was studied. The aver- 
age weight of each animal was under 3,000 g. 
During the experiments the general condition, 
temperature, weight, pregnancy, and modification 
of the external genitals were carefully checked. 

Crystalline thyroxine was used in a solution 
containing 0.1 mg. of thyroxine per ml. and a dose 
of 15 mg. per day per 100 g. weight was given. In 
all these animals loss of weight, loss of hair, and 
restlessness were observed. Pregnancy was system- 
atically interrupted before term. The experiment 
lasted for periods ranging from 9 to 20 days. Three of 
the animals miscarried. Laparotomy was per- 
formed on the other 5 after a loss of blood from the 
external genitals had occurred; dead foetuses were 
extracted. 

The first control rabbit, non-pregnant, was 
treated for 15 days with the same dose of thyroxine. 
No treatment was given to the other control animal, 
which was killed in the third week of pregnancy; 
there were 8 actively moving embryos in the uterine 
cornua. 

The 8 rabbits of the second group received the 
same dose of thyroxine together with 0.5 g. of 
ascorbic acid by intravenous injection daily. In 
these there were slight loss of weight, restlessness, 
and rise in temperature at the beginning, with 
subsequent normal progress. The treatment con- 
tinued for periods ranging from 14 to 24 days. 
Pregnancy reached term in 7 animals with delivery 
of living young; in the eighth there was premature 
birth, but living animals were delivered. 

Histological investigation of the genital apparatus 
and of some endocrine glands was performed on all 
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the subjects. From the histological study of the first 
group it would appear that the thyrotoxic condition 
alters cellular metabolism and induces trophic 
vascular alteration of the uterus and decidua and 
haemorrhage at the placental site. Hyperfunction 
of the thyroid and hypofunction of the pituitary 
with severe damage to the pregnancy are invariable. 
The inhibitory influence of thyroxine on the corpus 
luteum caused hypofunction and severe damage to 
cellular structure (this anatomical-functional 
alteration of the corpus luteum must be considered 
the principal cause of the interruption of preg- 
nancy). In the second group the association of 
thyroxine with large doses of ascorbic acid led to 
neutralization of thyroxine activity by virtue of the 
antagonism of vitamin C to thyroxine. The histo- 
logical examination of the second group showed 
absence of the changes reported in the first experi- 
ment. In the rabbits treated with thyroxine and 
vitamin C the author was able to demonstrate that 
ascorbic acid was present in great amount in the 
cytoplasm of histologically active lutein cells. He 
is of the opinion that vitamin C is particularly 
important in the regulation of the functional 
activity of the corpus luteum. 
Rina Saunders 


7. Influence of Menstruation and Geophysical Occur- 
rences on the Frequency of Epileptic Attacks. (Die 
Beeinflussung der Hiufigkeit epileptischer Anfalle durch 
Menstruation und geophysikalische Vorgiinge I. Jahres- 
verlauf der Haufigkeitszahlen, Einfluss der Mondphasen 
und der Menstruation.) 

By R. KiimMer. Dtsch. GesundhWes., 2, 95-97, 
Feb. 1, 1947. 1 fig., 5 refs. 

The epileptic attacks of 512 patients during 1935 
and 1936 were analyzed. The incidence was found 
to be higher during the winter months, but 
remained uninfluenced by the lunar phases. The 
ovarian cycle, on the other hand, was shown to 
exert a decisive influence on the frequency and 
severity of epileptic attacks. At the beginning of 
the proliferating stage, at a time when the produc- 
tion of follicle-stimulating hormone is relatively 
low, severe attacks were commonest. During 
ovulation (fourteenth to sixteenth day) and the 
further increase in oestrin production, all forms of 
attacks were rare. At the end of the secretory 
phase with the regression of the corpus luteum, few 
severe attacks, a maximum of slight attacks, and 
giddiness were noted. All forms of attacks increased 
during menstruation. From this it would appear 
that oestrogen therapy might be indicated during 
the severe post-menstrual attacks and even perhaps 
later in the cycle. Cases are cited in which there 
was evidence of endocrine dysfunction in addition 
to epilepsy and which responded extremely well to 
hormone therapy. 

[Recent work by Markee et al. may throw addi- 
tional light on this subject by its explanation of 
the oestrogen-adrenaline interrelationship, resulting 
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in occurrence of vascular spasm in the post- 
menstrual stage and vasodilatation at the time of 
menstruation. | 

H. Jaslowitz 


8. Plasma Levels and Urinary Excretion of Ascorbic 
Acid in Women During the Menstrual Cycle. 

By H. M. Hauck. J. Nutrit., 33, 511-515, May 
1947. 7 refs. 

Previous reports on variations in the urinary 
excretion of ascorbic acid and in fasting values of 
ascorbic acid in plasma in relation to the menstrual 
cycle are not in agreement. In the present investiga- 
tion 10 women were studied during 1 or more 
periods of from 4 to 6 weeks, that is, enough to 
include 1 menstrual cycle. In all, data were 
available for 30 menstrual periods. In Io cases, 2 
menstrual periods occurred in the course of an 
experiment so that the urinary excretion and the 
plasma ascorbic acid values could be noted for the 
midpoint of the cycle. Details of experimental pro- 
cedure and diet are reported elsewhere. All 
experiments began with a period of high intake of 
ascorbic acid to ensure saturation. When a 
menstrual period occurred at the beginning or end 
of an experiment values for those days during the 
pre-saturation or re-saturation periods were not 
included; hence, all values considered were for days 
or periods on a constant level of intake. 

The following data are summarized in respect of 
each subject: (1) Level of intake in mg. (2) Week 
of experiment in which menstrual period started. 
(3) Ascorbic acid in urine in mg.: (a) mean, with 
standard deviation, for experimental period; (b) 
value for day before menstrual period; (c) value for 
first day of menstrual period; (d) mean for 
menstrual period; (e) value for midpoint of 
menstrual cycle; (f) week of experimental period in 
which midpoint of menstrual cycle occurred. (4) 
Plasma ascorbic acid values in mg. per 100 ml.: (a) 
mean, with standard deviation, for experimental 
period; (b) value for midpoint of menstrual cycle. 

After the preliminary saturation there was a drop 
in urinary excretion and plasma acid value during 
the experimental period. The findings show few 
marked variations from the mean urinary excretion 
value, whether for the day before a menstrual 
period, for the first day of a menstrual period, for 
the entire menstrual period, or for the midpoint of 
the menstrual cycle. Further, most instances in 
which the values related to the menstrual period 
differed from the mean by more than the standard 
deviation occurred towards the beginning or end of 
the experiment, and the differences might be 
accounted for by the downward trend. Variations 
noted were not consistently in one direction. 
Equally great variations have been noted in 
excretion values for male subjects in the same 
laboratory. Of ten plasma ascorbic acid values 
obtained at the midpoint of the menstrual cycle for 
8 women, only 1 differed from the mean for the 
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experiment by more than the standard deviation. 
In no case was there an unusual ascorbic acid 
excretion at the midpoint of the menstrual cycle. 
Thus no evidence was found of unusual 
variability in either urinary excretion of ascorbic 
acid or fasting plasma ascorbic acid value associated 
with the menstrual cycle. 
Joseph Parness 


g. The Laws of the Menstrual Cycle. (Gesetzmis- 
sigkeiten im Menstruationszyklus der Frau.) 

By H. HoseMann. Z. Geburtsh. Gynik., 128, 
170-185, June 1947. 17 figs. 


10. Methods of Menstrual Protection and Absorp- 
tion. (Métodos de protegao e absorcao de fluxo 
menstrual. ) 

By A. DE AQuUINO SALLEs. An. brasil. Ginec., 12, 
37-51, July 1947. 4 figs. 


11. Physiology and Pathogenesis of Functional 
Uterine Haemorrhage. (Physio-pathogénie des hémor- 
ragies fonctionnelles.) 

By R. Srmarp. Union méd. Canada, 76, 1054- 
1055, Sept. 1947. 


12. Functional Uterine Haemorrhage. (Hemorragia 
uterine functional.) 

By G. Satcapo. An. brasil. Ginec., 12, 1-36, 
July 1947. 3 figs., 58 refs. 


13. Use of Mack’s Test in the Study of Ovarian 
Functions. (Sobre la utilidad del test de Mack en el 
estudio de la funcién ovarica.) 

By J. Avino. Rev. esp, Fisiol., 3, 197-202, June 
1947. 6 refs. 


14. When is Conception Possible? (Wann ist eine 
Konzeption méglich? ) 

By E. Rumer. Zbl. Gyndk., 69, 285-293, 1947. 
I fig. 


The optimum time for conception in women with - 


regular menstrual cycles is believed to be between 
12 and 15 days before the date of the next expected 
period. Opinion differs as to whether conception 
is possible outside these limits and whether the rule 
holds for shorter or longer cycles. 

In order to answer these questions the author 
investigated 177 women in whom the type of cycle 
and the date of coitus were precisely known. The 
author’s conclusions suggest that: (1) Conception 
is possible at any time in the cycle from the sixth 
to seventh day following menstruation. (2) The 
shorter the cycle the shorter the duration of 
pregnancy; the longer the cycle the longer the 
duration of pregnancy. (3) The sex of the child is 
not influenced by the stage of the conception. (4) 
Whether the rule of the ‘‘ optimum time ’”’ holds 
good for longer or shorter cycles is not made clear 
by this investigation. 

The summarized results are as follows. Average 
duration of pregnancy in women with a 27- to 29- 
day cycle: post menstruation, 280.6 days; post 


coitus 265.7 days; in women with a 24- to 26-day 
cycle: post menstruation, 275.6 days; post coitus, 
264.3 days. Conception occurred on the average: 
with a 27- to 29-day cycle after 14.5 days; with a 
24- to 26-day cycle after 12.5 days; and with a cycle 
of more than 30 days after 19.5 days. 

E..D. Y. Grasby 


15. Studies on the Functions of the Hypophyseal- 
diencephalic System and of the Ovaries by means of 
Radioactive Phosphorus. [In English. ] 

By U. Borett, A. WestMAN, and A. ORSTROM. 
Gynaecologia, Basel, 123, 186-200, Mar. 1947. 2 
figs., 14 refs. 

These studies are based on the results of experi- 
ments upon anoestral and oestral female rabbits 
injected at predetermined intervals before and after 
coitus and upon castrates 3 to 5 weeks aiter 
odphorectomy. Each animal received approxim- 
ately o.1 millicurie of radioactive phosphorus, P??, 
as free phosphate in 1 ml. 5 per cent glucose solution 
intravenously. Animals were killed by decapitation 
30 minutes after the injection of radioactive 
phosphorus. Analyses were carried out on blood, 
cerebellum, tuber cinereum, anterior lobe of the 
pituitary, and ovaries. Total radioactivity was 
expressed in impulses per minute and total phosphate 
in wg. Hevesy (Ann, Rev. Biochem, 1940, 9, 641.) 
showed that radioactive phosphorus behaves 
metabolically in the same way as phosphorus. Thus, 
the metabolic activity is proportional to the per- 
centage of radioactive phosphorus. The cerebellum 
was chosen as a standard, and the relative specific 
activity in the other organs was determined. The 
experimental results, with statistical analysis, are 
set out in four tables and two figures. The experi- 
ments show the striking influence of coitus upon 
the tuber cinereum and the anterior lobe of the 
pituitary, while the effect upon the ovaries is 
delayed and reaches a second peak at ovulation. 
The method provides obvious advantages over the 
previously employed procedures of section and 
extirpation. 

Magnus Haines 


16. Effect of the Amount of Protein in the Ration 
on the Oestrus Cycle in the Adult Rat. Disturbance of 
the Cycle with Prolonged Oestrus due to an Increase 
of Protein in the Diet. (Influence du taux des protides 
de la ration sur le cycle cestral de la rate adulte. 
Perturbation du cycle avec prolongation des cestrus 
sous l’action d’un régime hyperprotidique. ) 

By P. ASCHKENASY-LELU and A. ASCHKENASY. 
C.R. Soc. Biol., Paris, 141, 687-689, July 5, 1947. 


17. The Early Effects of X-rays on the Ovaries of 
the Rat. 


By L. HALBERSTAEDTER and M. Ickowicz. 


Radiology, 48, 369-373, Apr. 1947. 6 figs., 9 refs. 

The authors have set out to determine whether 
changes can be demonstrated in the ovary of the 
rat as early as 4 hours after irradiation by X-rays. 
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Doses varying from 50 to 2,000 roentgen units were 
used, on some rats to the abdomen only, on others 
to the head and thorax only, while others were 
totally irradiated. There were 4 non-irradiated 
controls. Serial sections of the ovaries were 
examined, the animal in each case having been 
killed 4 hours after irradiation. 

In the follicles of the non-irradiated ovaries some 
pyknosis of the granular layer cells can usually be 
seen, but this is confined to follicles in which the 
ovum is in a state of division with the nucleus 
showing mitosis. Those with resting ova show very 
few pyknotic cells. In the irradiated series no 
difference was noted in the rats receiving 50 to 200 
roentgen units. After a dose of 400 units and more, 
however, numerous pyknotic cells were observed in 
all follicles, both among the follicular cells and 
those in the granular layer. This appears to happen 
irrespective of the state of the ova. These findings 
applied only to the animals receiving direct 
abdominal irradiation or total irradiation. No 
abnormality was noted where the abdomen had 
been protected and the thorax only irradiated. 
Degenerative changes in the ovaries as early as 4 
hours after irradiation, with doses exceeding 400 
roentgen units, are thus demonstrated. Photo- 
micrographs are given. 

A.M. Rackow 


18. Variations in Blood Calcium due to Androgens 
and Oestrogens. (Les variations de la calcémie par les 
androgénes et les cestrogénes. ) 

By H. P. Kotz and P. Barsier, Ann. Endo- 
crinol., 8, 57-61, 1947. 21 refs. 

The present position of the authors’ researches 
into the effect of a single injection of androgen or 
oestrogen on the blood calcium in human subjects 
is briefly described. A single injection of an ester of 
testosterone (20 mg.) produces in both sexes a rise 
in blood calcium, beginning within 2 hours and 
occurring even in parathyroidectomized subjects. 
Phosphate excretion in the urine was not increased 
nor was the mineral phosphate content of the blood 
lowered. This action of testosterone is in every way 
comparable to that of its chemical analogue, 
calciferol. 

The authors also recapitulate their work, 
previously reported, on the effect of a single dose of 
20 mg. oestradiol benzoate. This produced a lower- 
ing of blood calcium in the subjects of latent tetany 
of both sexes, and particularly in parathyroid- 
ectomized subjects, but was without effect in this 
respect on normal persons. 

S. S. B. Gilder 


19. Physiological and Immunochemical Reaction of 
Antigonadotrophic Sera. (Activité physiologique et 
immunochimique des sérums antigonadotropes. ) 

By A. Bussarp and P. Grapar. Bull. Soc. Chim. 
biol., 29, 195-211, Jan.-Mar. 1947. 27 refs. 
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Rabbits were injected 4 consecutive days a week 
for 4 weeks with increasing doses of gonadotrophic 
hormone of varying purity; they were rested the 
remaining 3 days, and were bled by cardiac 
puncture at the end of the fourth week of immuniza- 
tion. The antigens used were either gonadotrophin 
solutions injected subcutaneously or preparations 
adsorbed on alumina injected intravenously. Sera 
obtained from these rabbits were tested in vivo and 
in vitro for their capacity to react with chorionic 
gonadotrophin, either when fresh or when adsorbed 
with human serum or human urinary proteins. In 
vivo tests were carried out by the injection of four 
doses of chorionic gonadotrophin into immature 
female rats at 24-hour intervals, each injection 
being preceded by the subcutaneous injection of the 
test serum. At 120 hours the rats (weighing not 
more than 55 g. at the end of the experiment) were 
killed and examined for: (1) opening of the vagina; 
(2) presence of haemorrhagic ovarian follicles; (3) 
ovarian weight per g. body weight; and (4) uterine 
weight per g. body weight. By all these tests the 
sera showed considerable antigonadotrophic 
activity even after absorption with human serum. 
If gonadotrophin and rabbit antiserum were mixed 
before injection, antigonadotrophic activity 
appeared lower than when the components were 
injected separately. 

Antigonadotrophic sera precipitate readily on 
mixture with gonadotrophin, and the values so 
obtained agree fairly well with the in vivo values, 
even after precipitation with human serum. The 
amount of nitrogen precipitated is, however, far 
less than the amount of gonadotrophin neutralized 
would lead one to expect, suggesting (as is confirmed 
by other evidence) that the gonadotrophins used 
are extremely impure. Antigonadotrophic sera also 
give precipitates with some samples of pregnancy 
urine, though not with citrated urine. Pregnancy 
urine purified by treatment with saturated benzoic 
acid in acetone and subsequent concentration 
always gave a precipitate with antigonadotrophic 
sera (one control urine also gave a precipitate). 

If antigonadotrophic sera and “‘ pregnyl’’ (a 
commercial gonadotrophin’ preparation) are 
allowed to react, the washed centrifuged precipitate 
shows some gonadotrophic activity. The super- 
natant precipitated with both pregnyl and anti- 
gonadotrophic sera, suggesting that pregnyl con- 
tains more than one antigen. Treatment of the 
supernatant with o.1 N sodium hydroxide had little 
effect on its gonadotrophic activity, while that of 
the precipitate was completely destroyed. Fractions 
treated with NaOH showed a correlation between 
the effects on vaginal opening and ovarian weight, 
but no correlation between these and uterine 
weight, supporting the view that impure chorionic 
gonadotrophin preparations contain more than one 
active substance. 


C. L. Oakley 
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20. Cytochemical Effects of Oestradiol. 

By R. JEENER. Nature, Lond., 159, 578, Apr. 26, 
1947. 1 fig., 9 refs. 

Twenty-four hours after the injection of 10 mg. 
of oestradiol into a mouse, ovariectomized 1 month 
previously, the proliferating cells of the vaginal 
wall exhibit a considerable increase in alkaline 
phosphatase in their cytoplasm (Gomori’s 
technique). This histological demonstration was 
confirmed by determination of phosphatase 
activity in vaginal extracts. The increased alkaline- 
phosphatase activity is accompanied by a marked 
increase in cytoplasmic ribonucleic acid, as shown 
by Brachet’s method and confirmed by estimations 
according to Schneider’s technique. A correspond- 
ing increase in alkaline-phosphatase activity 
occurs also in the uterus, principally in the circular 
muscle layer. Here also there is an increased con- 
centration of ribonucleic acid. These observations 
support the view that an increase in alkaline- 
phosphatase activity is associated with the 
synthesis of fibrous proteins. Keratinization is 
rapidly induced in the vaginal wall by oestradiol, 
and preliminary data lead to the assumption that 
myosin synthesis occurs in the uterus under the 
same conditions. Attention is directed to the 
similarity of the action of oestradiol on vaginal and 
uterine phosphatase and that of androgens on the 
prostate. 

R. J. Ludford 


PREGNANCY 


21. The Influence of Various Diuretics on the 
Urinary Sodium of Normal Pregnant Women. 

By W. E. Brown and J. T. BrapBury. J. Lab. 
clin. Med., 32, 312-313, Mar. 1947. 

In pregnant women on a diet with constant 
sodium level administration of mercurial diuretics, 
ammonium chloride, aminophylline, or water (6 
litres daily) increases daily sodium output. 
Administration of 25 to 50 per cent glucose solution 
decreases it. Sodium concentration is greatest with 
the mercury compound and least with the water. 

V. J. Woolley 


22. Importance of Serum Cholinesterase in Physiol- 
ogy and Clinical Medicine with special reference to 
Obstetrics and Gynaecology. (L’importanza della 
colinesterasi serica nella fisiologia e nella clinica con 
particolare riguardo al campo ostetrico-ginecologico. ) 

By R. Piccott and G. Lonco. Arch. Ostet. 
Ginec., 42, 168-184, May-June 1947. 13 refs. 


23. Experimental Foetal Death in the Rat: Histo- 
logical Changes in the Membranes. 

By J. J. PritcHarp and A. St. G. HUGGETT. 
J. Anat., Lond., 81 212-224, July 1947. 21 figs., 
25 refs. 


24. Pulmonary Function in Pregnancy. (Uber die 
Lungenfunktion in der Schwangerschaft.) 


By H.C. Lanpen. Z. Geburts. Gynik., 127, 310- 
315, Jan. 1947. 25 refs. 


25. Liver Blood Flow in Pregnancy—Hepatic Vein 
Catheterization. 

By E. W. MuwneLt and H.C. Taytor. /. clin., 
Invest., 26, 952-956, Sept. 1947. 4 refs. 


26. Is the Lower Limit Recognized by Law for 
Length of Pregnancy Justified? (Besteht die untere 
Grenze der gesetzlichen Empfingniszeit zu Recht?) 

By E. GuENTHER. Z. Geburts. Gynik., 127, 258- 
266, Jan. 1947. 1 fig., 5 refs. 


27. Some Recent Advances in Foetal Physiology. 
By S. G. CLayton. Post-Grad. med. J., 23, 474- 
481, Oct. 1947. 3 figs., 54 refs. 


28. Placental Metabolism of Vitamin C. II. Histo- 
chemical Analysis. 

By J. H. Houzarprer and A. C. BARNES. Amer. 
J. Obstet. Gynec., 53, 864-868, May 1947. 2 figs., 
Ir refs. 

The authors describe a method of staining the 
ascorbic acid present in the placenta. They show 
that the syncytial cells contain the greater amount 
though there is some precipitation of silver salts by 
the vitamin in the stroma. No difference was 
noted in the depth of staining in rabbit placentae 
in which pregnancy had been terminated at 30 and 
60 days. 

Braithwaite Rickford 


29. The Amniotic Duct as the Key Structure in the 
Determination of the Direction of Growth of the 
Human Placenta and its Orientation in the Uterus. 

By J. KrarKa and L. Bowes. Amer. J]. Obstet. 
Gynec., 53, 561-568, Apr. 1947. 11 figs., 11 refs. 

It has been generally held that the placenta grows 
radially from a fixed centre. Examination of the 
vascular bed of the placenta has shown, however, 
that it is bilaterally symmetrical, with the right and 
left umbilical arteries distributed according to a 
definite basic pattern consisting of an anterior, 
lateral, and posterior branch on either side. Right 
and left sides are recognized by the relation to the 
umbilical vein, which always lies anterior to the 
cross anastomosis between the two arteries. This 
relation can be demonstrated in the vessels of the 
3-mm. embryo at the time when the vascular bed 
is first established. In the 13-day Torpin ovum the 
amniotic duct consists of a solid cord of cells in 
continuity with Langhans’ layer of the chorion 
above, and canalized at its lower end, the lumen 
opening into the amniotic cavity. It is reminiscent 
of the strand of cells left along the raphe in those 
species where the amnion is formed by fusion over 
the embryonic shield. The amnion is formed by a 
rearrangement of cells of the embryonic knob 
around a central cavity. The cells of the knob are 
in continuity with the chorionic ectoderm at this 
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point, and as these cells are the erosive cells they 
mark the point of implantation of the ovum in the 
endometrium, Thus the outer end of the potential 
amniotic duct underlies the implantation site. In 
man the allantoic duct makes its appearance at 14 
days, and therefore later than the amniotic duct. 
It extends into the body stalk, and at 21 days 
reaches as far forwards as the amniotic duct, There 
is marked undercutting of the body stalk from the 
chorial plate back to the region of the outer end of 
the amniotic duct, and this now becomes the outer 
bed of the potential umbilical cord. This point 
becomes still further fixed as the vascular bed is 
established. The authors have been able to identify 
the cross-anastomosis between the two umbilical 
arteries in a 3-mm. embryo. This anastomosis fixes 
the outer end of the body stalk as it becomes the 
core of the umbilical cord. Hence the placental 
insertion of the cord marks the normal implantation 
site. 

In most of the grossly bilobate placentas the 
umbilical cord insertion falls on the line dividing 
the placenta into two halves. Bilobation is the result 
of the adaptation of the growing villi to the 
maternal vascular bed, and is not, as has been 
commonly held, due to extension of growth over 
the sulci between the anterior and posterior surfaces 
of the endometrium. From practically any point of 
implantation, growth of the placenta may be 
transverse, toward the cervix, or toward the 
fundus. The most frequent site of implantation is 
the midline of the fundal zone. Data are given from 
the Torpin collection consisting of 1,087 specimens. 
Of these 588 were implanted in the middle of the 
fundus; 36 were in the right corner and 23 in the 
left, 5 cervical and 3 cervico-lateral. 

F. J. Browne 


30. Nourishment and Foetal Development. (Ernih- 
rung und fotale Entwicklung.) 

By H. Hosemann. Dtsch. med. Wschr., 72, 507- 
511, Sept. 19, 1947. 


31. Colorimetric Estimation of Urinary Steroids and 
Study of Lutein Function. Clinical Application 
especially to the Diagnosis of Pregnancy. (Sur le dosage 
colorimétrique des stéroides urinaires et |’exploration 
de la fonction lutéinique. Essais d’application clinique 
en particulier au diagnostic de la gestation.) 

By M. F. Jayie, M. LacommMg, and O. LiBert. 
Gynéc. Obstét., 45, 783-790, 1946. 2 refs. 

Using the methods of Jayle et al. (Bull. Soc. 
Chim. biol., 1946, 28, 363, 373) the authors have 
estimated the total steroid (non-phenolic) and 
pregnanediol content of urine specimens from 
women complaining of amenorrhoea from a variety 
of causes (including pregnancy). They claim that 
the method is less difficult than that of Venning 
and Browne and, in contrast to that of Guterman 
(another colorimetric method), it is quantitative 
and in 55 out of 62 cases permitted differentiation 
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between a corpus luteum of pregnancy and that of 
menstruation. 

[Pregnanediol estimations cannot be used as a 
diagnostic aid so long as levels presumed to be 
diagnostic are found in unexpected cases. It may 
not be the method that is at fault. ] 

Magnus Haines 


32. Early Diagnosis of Pregnancy. 
précoce de la gestation.) 

By M. F. Lepace. Sem. Hoép., Paris, 23, 2186- 
2188, Sept. 28, 1947. 


(Diagnostic 


33. General Observations on Xenopus laevis Used 
in Tests for Pregnancy. (Generalidades sobre a 
‘“Xenopus Laevis’’, animal reativo para o diagnds- 
tico precoce da gravidez.) 

By M. I. MELLo. Hospital, Rio de J., 32, 327- 
334, Sept. 1947. 5 figs., 11 refs. 


34. Hormone Diagnosis of Pregnancy with Xenopus 
Laevis. (Die hormonale Schwangerschaftsdiagnose mit 
dem Krallenfrosch.) 

By W. BickensBacH. Zbl. Gynik., 69, 32-38, 
1947. 6 figs., 18 refs. 


35. Radiological Examination at the End of 
Pregnancy. (Exploracién radiolégica en embarazo a 
término.) 

By A. Montano. Rev. mex. Cir. Ginec. Cancer, 
15, 229-232, June 1947. 


36. Serology and Obstetrics. 

By T. La VaKe. Amer. J]. Obstet. Gynec., 53, 
459-466, Mar. 1947. 

The theory is put forward that toxaemia of 
pregnancy may be due to toxins resulting from 
incompatibility between maternal and foetal blood. 
The author holds the view that incompatible 
transfused blood is poisonous to the cells of the 
recipient, and that if the obscuring effects of 
agglutination and haemolysis could be obviated 
changes would be found in the recipient similar to 
those seen in toxaemia of pregnancy. Inherited 
agglutinins, he argues, represent inherited anti- 
toxic substances which afford a modicum of pro- 
tection to the female who may bear a foetus con- 
taining blood substances toxic to the type ot cells 
she possesses. If the antitoxic substance involved 
is not sufficient to protect the mother and if her 
cells are vigorous, they will secrete more of the 
same antitoxic substance and the titre of the iso- 
agglutinin may rise. The true strength of the anti- 
toxin may, however, be masked by the antitoxin- 
absorptive power of the foetal cells and antigens 
in solution. He discusses the reason why the 
human being possesses hereditary antitoxins against 
some substances only, and suggests that substances 
against which no inherited antitoxins are found 
may have entered the species too recently to be 
inheritable yet. The Rh group is quoted as an 
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example, and it is stated that about 30 per cent 
of cases of clinical erythroblastosis are associated 
with pregnancy toxaemia. The author found that 
A and B substances could bring about the same 
phenomena. He is now seeking specific antitoxic 
sera in order to treat the mother after either intra- 
partum death of the child or postpartum eclampsia. 

Three cases are described. Mothers were ot 
Group O, Rh-positive, while fathers and children 
were of group A, Rh-positive. In the first case 
anti-A titre was 1 in 1,000 at the thirty-fourth week, 
when there was mild toxaemia and an accidental 
haemorrhage. Delivery of a living child at term 
was uneventful and the anti-A titre rose to 1 in 
2,000 five days later. 

In the author’s second case the patient developed 
toxaemia and an anti-A titre of 1in 1,000. A dead 
foetus was delivered at 28 weeks and the titre rose 
to 1 in 100,000 in 5 days. The third patient had had 
2 erythroblastotic infants and had an anti-A titre 
of 1 in 8,000 but no toxaemia. After delivery of 
an erythroblastotic child, which survived after 
transfusion, the titre increased to 1 in 8,000,000. 

{There is much theorising on rather insecure 
foundation in this paper. Several other authors 
reporting large series of cases have been unable to 
correlate iso-immunization with toxaemia of preg- 
nancy. | 

Doreen Daley 


37. The Possible Etiologic Significance of Throm- 
bosis of a Placental Vein on the Mechanism of 
Placental Infarction and Associated Toxemia of 
Pregnancy. 

By R. A. BarrHotomMew. Amer. J. Obstet. 
Gynec., 53, 650-657, Apr. 1947. 5 figs., 17 refs. 

The author cites a case in which there was ante- 
partum haemorrhage due to low implantation of 
the placenta, followed by mild toxaemia, in which 
he found a thrombosed vein on the foetal surface 
of the placenta. Thrombosis in the vein caused, he 
believes, engorgement of the foetal vessels in the 
chorionic villi, and consequent rupture of the 
vessels and formation of a placental infarct. From 
such infarcts poisonous products of protein fission 
are absorbed into the maternal circulation and give 
rise to widespread damage to maternal tissues, 
especially liver and kidneys, toxaemia, and, in the 
worst cases, eclamptic convulsions. In support of 
this view he points out that infarcts correspond to 
a. placental cotyledon, and that while visible throm- 
bosis of a vein on the foetal surface of the placenta 
is rare thrombosis of veins in the infarcted villi can 
always be demonstrated in placental infarcts. Thus, 
while accepting Young’s well-known views about 
the relation between placental infarcts and 
eclampsia he disagrees with Young’s view that the 
infarction arises from interference with the 
maternal circulation to the placenta. Apparently 
the author has now discarded the view advanced 
in previous papers that the infarction of the vessels 


running in the chorion on the foetal surface of the 
placenta is caused by trauma by foetal movements, 
or, alternatively, that it is due to cholesterol laid 
down in the walls of the foetal arteries in the villi. 
In cases in which no visible thrombosis is present 
in the surface veins of the placenta he supposes that 
there is, perhaps through the action of some circu- 
lating hormone passing from the maternal to the 
foetal blood, a contraction of the sphincters of the 
foetal collecting veins causing ‘‘ distention of the 
terminal villous veins and arteries and stagnation 
of the circulation in the dependent villi, followed 
by rupture and necrosis ’’. 
F, J. Browne 


38. A Study of the Inter-action of Pregnancy and 
Hypertensive Disease. 

By L. C. Cuestey, J. E. Annitto, and D. G. 
Jarvis. Amer. J. Obstet. Gynec., 53, 851-863, 
May 1947. 1 fig., 13 refs. 

The authors have studied 218 patients in 301 
pregnancies complicated by ‘‘ hypertensive 
disease ’’, the average length of follow up being 7 
years. The criterion of hypertension was a blood 
pressure of 140/90 mm. Hg or more occurring 
before the twenty-fourth week, excluding that 
found on the first examination. Super-added 
toxaemia occurred in 30 per cent of the pregnancies; 
eclampsia was ten times more common and 
toxaemia seven times more so than was to be 
expected. The maternal death rate (including 
patients who died up to 4 months after delivery) 
was 4.3 per cent, while the gross foetal loss was 
38.2 per cent. 

[This is an important paper and deserves careful 
study. The practical points which are well brought 
out are: (a) That simple hypertension without a 
renal or malignant basis is not a serious complica- 
tion of pregnancy, unless a toxaemic albuminuria is 
added. (b) Albuminuria is likely in 1 out of 3 such 
cases, and if this should occur, pregnancy should, 
as a general rule, be terminated at once. (c) All 
such patients should therefore be seen on frequent 
occasions throughout pregnancy. | 

Braithwaite Rickford 


39. Pregnancy in the Patient with Hypertensive 
Disease. 

By L. C. CHEsLEy and J. E. ANNITTO. Amer. J. 
Obstet. Gynec., 53, 372-381, Mar. 1947. 8 refs. 

This paper deals with the findings in a series of 
women in whom recorded blood pressures before the 
twenty-fourth week of gestation permit the diag- 
nosis of ‘‘ hypertensive toxaemia’’. The standard 


for hypertension is a blood pressure of 140/90 mm. 
Hg or higher. There were 301 pregnancies in 218 
women reviewed. 

That pregnancy is dangerous in such cases is 
shown by the fact that ‘‘ the total maternal 
mortality was twenty times that for the whole 
hospital experience, the foetal loss was increased 
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nearly tenfold, and the incidence of toxaemia was 
multiplied by seven’’. Of 13 deaths 8 were 
probably associated with hypertension and 5 were 
attributable to intercurrent disease. Two-thirds of 
the patients escaped superimposed toxaemia. In 
these there were two late puerperal deaths, one of 
intercurrent causation. The foetal loss was 18.5 per 
cent. Of those patients with added toxaemia, 6 
died (6.67 per cent) immediately after delivery, 
and 5 died late in the puerperium, giving a total 
maternal mortality of 12.2 per cent. The foetal 
loss was 50 per cent. Nearly 40 per cent of the 
hypertensive patients showed a fall in the blood 
pressure in mid-pregnancy. In such cases the 
restoration of the blood-pressure level in the later 
months may lead to a diagnosis of pre-eclampsia 
if the initial blood pressure is unknown. Renal 
function was normal in 93 per cent of the preg- 
nancies. Premature separation of the placenta 
occurred in 5.6 per cent. 

[The results of this work are noteworthy, the 
more so because the authors have not carried out 
therapeutic abortion in the more severely hyper- 
tensive patients. ] 

G. Gordon Lennon 


4o. The ‘‘ Cold Test ’’ in Toxaemias of Pregnancy. 
(Der Kalt-test (C.T.) nach Hines und Brown bei den 
Gestosen. ) 

By R. JoHow. Z. Geburtsh. Gynik., 128, 5-13, 
Mar. 1947. 8 refs. 

Hines and Brown hoped that their ‘‘ cold test ’’ 
in pregnancy would help to identify women with a 
tendency to hypertension and thereby anticipate 
the development of the toxaemias in them. The 
test depends on measuring changes in the blood 
pressure taken every half-minute after the hand has 
been immersed in ice water (4°C.) for exactly 2 
minutes. The author examined 150 women in a 
further study of the test in normal and abnormal 
pregnancy, and in a small group of non-pregnant 
women. From this careful investigation he con- 
firms the generally held view that such variations 
in the blood pressure are usually transient and not 
sufficiently significant to identify early hyper- 
tensive cases of potentially toxaemic cases; women 
who had previously passed through an eclamptic 
or pre-eclamptic pregnancy showed no statistically 
greater variations in the early stages of a subse- 
quent pregnancy. 

E. D. Y. Grasby 


41. Pre-eclampsia. (La prééclampsie.) 
By G. AnciAux. Brux. méd., 27, 2221-2224, Oct. 
12, 1947. 


42. Toxic Complications of Pregnancy in Gorgas 
Hospital, Panama Canal Zone, 1931-45. An Analysis 
of 10,000 Pregnancies. 

By N.S. ScrimsHaw. Amer. J. Obstet. Gynec., 
54, 428-444, Sept. 1947. 2 figs., 74 refs. 
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43. Toxaemias of Pregnancy. (Toxemias del 
embarazo. ) 


By F. L. Apair. Rev. méd. Cordoba, 35, 378-391, 
July 1947. 


44. Radiographic Diagnosis in Cases of Placenta 
Praevia. (Diagnostic radiographique dans les cas de 
placenta praevia.) 

By R. STRAETMANS and G. GEERAERT. Brux. 
méd., 27, 981-990, May 4, 1947. 6 figs. 

The authors discuss the role of the cystogram 
(antero-posterior and lateral) in the diagnosis of 
placenta praevia. Their method is to fill but not 
distend the bladder with 40 ml. of a 50 per cent 
solution of a thorium salt (‘‘ umbrathor ’’). Radio- 
graphs have been taken in normal primiparae and 
multiparae in the last three months of pregnancy 
with or without engagement of the head, and the 
authors assert that in all these cases there is co- 
aptation between the head or pelvis of the foetus 
and the bladder opacity. In cases of placenta 
praevia in the last trimester a space of at least 1 
to 2 cm. is seen between the presenting part and 
the bladder. The space is less well marked if the 
placenta is postero-lateral or posterior-marginal, 
but is still present at one or other side. The method 
is valueless if the lie is transverse. Lateral radio- 
graphs have added nothing of value to the inter- 
pretation of the result. 

[The abstracter regards the cystogram test as 
valuable when positive, but coaptation between 
presenting part and bladder shadow does not 
exclude the presence of a placenta praevia. | 

G. Gordon Lennon 


45. The Rh Factor in Abortion. 

By A. B. Hunt. Amer. J]. Obstet. Gynec., 53, 
467-473, Mar. 1947. 9 refs. 

The incidence of single spontaneous abortions 
does not seem to be influenced by the presence or 
absence of the Rh factor. The incidence of still- 
birth and neonatal deaths, however, is higher 
among Kh-negative women than among Rh- 
positive. The number of women in a group of 93, 
with a history of recurrent abortion, whose blood 
did not contain the Rh factor, was somewhat 
higher than would be the case in the general 
population [18.3 per cent in this series]. There 
seems to be no striking increase in the frequency of 
abortion or miscarriage after the occurrence of 
erythroblastosis foetalis [11.5 per cent miscarriage 
rate after erythroblastosis quoted from a series by 
Race et al. Numbers are insufficient to be conclu- 
sive in the author’s series.] On the other hand, 
there is a striking increase in the casualties of late 
pregnancy among Rh-negative women. [4.5 per 
cent stillbirths compared with 0.9 per cent]. Data 
concerning a small series of 25 women who gave 
birth to a normal child and then began to have 
abortions and miscarriages are analyzed; 23 Rh- 
negative women had more than one unproductive 
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pregnancy compared with only 2 who were Rh- 
positive. In this series there were fewer Rh- 
negative women than are found, comparatively 
speaking, in the general population. 

The Rh factor has possibly been over-emphasized 
as a cause of abortion and miscarriage at the 
expense of more common causes—such as dysfunc- 
tion of the ovaries, pituitary, thyroid, and, possibly, 
the testes of the husband. An Rh-negative woman 
subject to habitual abortion may be permitted to 
attempt another pregnancy in the more nearly ideal 
physiological environment that proper therapy 
may provide. 





Doreen Daley 


46. Abortions Treated Conservatively. A 12-year 
Study Covering 3,739 Cases. 

By P. B. RussEti. Sth. med. J., 40, 314-324, 
Apr. 1947. 5 refs. 

The purpose of this paper is to discuss the con- 
servative treatment of inevitable abortion and to 
give statistics of results obtained by conservative 
treatment over a 12-year period. During this period 
there were 3,739 cases of abortion treated. Criminal 
abortions made up g per cent of the total; the 
methods used are given. 

The author states that retained placenta in 
abortion is most often due to a contraction ring, 
and this is caused by an acidotic condition of the 
patient. Oxytocics act without difficulty when 
there is no ring. The principle of treatment was to 
give 1 ml. of “‘ pitocin’’ every hour for three or 
more doses, followed by ergot by mouth, and the 
author states that there were only 35 failures in 
2,406 incomplete abortions. The operation rate for 
the whole series was 5.4 per cent (202 patients) and 
in most cases the operation was dilatation and 
curettage with packing. The over-all mortality was 
13 per cent. 

The author stresses the fact that conservative 
treatment for abortion is the treatment of choice. 

L. W. Lauste 


47. Haemorrhage in Pregnancy not due to Threat- 
ened Abortion. (Les hémorragies de la grossesse qui 
ne sont pas des menaces d’avortement. ) 

By H. Sancue. Union méd. Canada, 76, 1057- 
1061, Sept. 1947. 


48. The Abortion Problem in Sweden. 
By G. IncHE. Human Fertil., 12, 40-45, June 
1947. 


49. Some Medico-legal and Social Aspects of 
Abortion. (Algunas consideraciones medico-legales y 
sociales del aborto.) 

By F. A. HERNANDEZ. Medicina, Bogota, 9, 149- 
162, July-Aug. 1947. 9g refs. 


50. Foreign Body Introduced into the Abdomen 
through the Vagina. An Attempt to Procure Abortion. 


By J. B. Dawson. N.Z. med. J., 46, 316-317, 
Aug. 1947. 1 fig. 


51. Treatment of Febrile Abortion. (Zur Behandlung 
der fieberhaften Fehlgeburt.) 

By A. RockenscHauB, Wien. med. Wschr., 97, 
450-451, Oct. 18, 1947. 1 fig., 3 refs. 


52. A Case of Pneumoperitoneum due to Infection 
with Gas Gangrene Organisms after Interruption of 
Pregnancy. (Uber einen Fall von Pneumoperitoneum, 
hervorgerufen durch Infektion mit Rauschbrandbazil- 
lus nach Schwangerschaftsunterbrechung. ) 

By A. Kaepinc. Z. Geburts. Gynik., 127, 266- 
271, Jan. 1947. 3 figs., 8 refs. 


53. Case Reports from the Maternal Welfare 
Records. Rupture of the Uterus. 

By J. S. BREWER, G. M. Cooper, E. W. FRANK- 
LIN, J. S. Hunt, T. L. Lee, I. Procter, K. A. 
Ross, and R. A. Wuite. North Carolina med. J., 
8, 591-593, Sept. 1947. 2 refs. 


54. Considerations on Uterine Rupture. (Consider- 
agdes em torno das ruturas uterinas. ) 

By O. SANDOVAL DE CARVALHO. Rev. méd. 
Pernambuco, 17, 103-116, June 1947. 


55. Carcinoma of the Cervix Uteri and Pregnancy. 
II. Considerations on their Reciprocal Influences. 
(Carcinoma de cuello uterino y embarazo. II. 
Consideraciones sobre sus reciprocas influencias.) 

By V. NotarroGarciaand A. GARCIA HERNANDEZ. 
Med. esp., 18, 200-208, Aug. 1947. Bibliography. 


56. Carcinoma of the Cervix Uteri and Pregnancy. 
(Cancer do colo e gravidez.) 

By D. Ramos. Rev. Ginec. Obstet., 2, 628-640, 
Aug. 1947. 9 figs., 13 refs. 


57. Pregnancy and Carcinoma of the Cervix Uteri. 
(Gravidez e cancer do colo.) 

By JORGE DE REZENDE. Rev. Ginec. Obstet., 2, 
583-622, Aug. 1947. 188 refs. 


58. Epithelial Keratinization as Evidence of Fetal 
Vitamin A Deficiency. 

By J. G. Witson and J. Warkany. Proc. Soc. 
exp. Biol., N.Y., 64, 419-422, Apr. 1947. 4 figs., 
3 refs. 

The cardinal sign of vitamin-A deficiency is the 
appearance of stratified keratinized epithelium in 
an unusual site. The authors of this article describe 
such ‘‘ keratinizing metaplasia ’’ in sections of the 


genito-urinary tract taken from 14 rat foetuses and 
newborn rats whose mothers were kept on an A- 
deficient diet throughout pregnancy. Normally 
keratinization only takes place in the most distal 
parts of the urethra. Neither the controls nor the 
experimental animals showed any keratinization 
before the eighteenth day of gestation, but by the 
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twentieth day a small area of truly keratinized 
epithelium was consistently found in the distal two- 
thirds of the urogenital sinus. More advanced 
changes were found on the twenty-first and twenty- 
second days (the latter were newborn rats); these 
are illustrated by photomicrographs of the urethra 
of a newborn rat whose mother had received 
adequate vitamin A and of the offspring of an 
inadequately fed mother. The latter shows a further 
degree of cornification and much desquamation at 
some points, metaplasia being most pronounced on 
the dorsal aspect of the urogenital sinus and genital 
ducts. 

It is evident from these observations that vitamin 
A is necessary for the formation of normal genito- 
urinary epithelium in rats, but that a certain degree 
of differentiation is needed before metaplasia 
occurs on about the eighteenth day. 

T.E.C. Early 


59. Radiological Differential Diagnosis of Hydro- 
cephalus, (Zur réntgenologischen Differentialdiagnose 
des Hydrocephalus. ) 

By H. Sievers. Zb!. Gynik., 69, 26-31, 1947. 4 
figs., 5 refs. 


60. Myelosis and Pregnancy. 
Schwangerschaft. ) 

By E. E. Reimer. Klin. Med. Wien., 2, 373-382, 
Apr. 15, 1947. 1 fig., 25 refs. 

In 10 years 85 patients with chronic myeloid 
leucaemia, of whom 56 were women, were observed 
in the author’s clinic. Four cases were associated 
with pregnancy. Full clinical and haematological 
records of these 4 cases are given; all were typical 
of chronic myeloid leucaemia with anaemia, 
leucocytosis of 400,000 with 45 per cent myelocytes, 
and a marked increase in promyelocytes in bone 
marrow. All were temporarily improved by X-ray 
therapy, the first patient being alive two years 
after delivery, though the second and third died 
within 18 months of severe agranulocytosis. 

The fourth patient, aged 26, gave a longer 
history oi illness. In three years the spleen had 
gradually increased in size; investigation revealed 
a typical blood picture. X-ray therapy produced 
marked improvement maintained over a further two 
years. Examination then revealed a 3-month 
pregnancy. Rapid deterioration in her condition 
and increase in leucaemic symptoms—anaemia, 
enlarging spleen, oedema—followed, and albumin, 
pus, and epithelial cells appeared in the urine. 
Pregnancy was terminated at 28 weeks by vaginal 
hysterotomy and was followed by severe haemor- 
rhage. Shortly afterwards the patient died—post- 
mortem examination showed changes in the mother 
typical of chronic myeloid leucaemia. The blood 
in the intervillous spaces of the placenta contained 
many myeloid cells, but none was found in the villi. 
The foetal cord blood contained 6,000 leucocytes 
per c.mm. but no leucaemic cells. Biood from 
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other organs and the bone marrow gave the same 
picture. 

In reviewing the literature and commenting on 
these cases the author makes the following 
observations. Chronic lymphatic leucaemia and 
pregnancy have never been observed together, 
infiltration of the ovary and uterus preventing 
ovulation and nidation. Acute myeloblastic leuc- 
aemia and pregnancy invariably end in death of 
the mother (usually from haemorrhage) and foetus; 
X-ray therapy is of no value. In all cases chronic 
myeloid leucaemia is made worse by pregnancy and 
the spleen always enlarges. An acute form may 
supervene on a chronic during pregnancy. The 
course of the pregnancy and labour is commonly 
undisturbed and the infants are unaffected, no 
leucaemic tendency passing from mother to child. 

The author believes that general as well as local 
X-radiation should be given. The expectation of 
life is certainly improved by therapy in chronic 
forms of leucaemia. The bone-marrow smear 
reproduces the blood picture, and the greater the 
number of mature granulocytes the better the 
prognosis: increase in the myelocytes and promy- 
elocytes is of bad prognostic significance. Platelets 
are numerous in early stages (as high as 800,000) 
but fall, even below the normal, in well established 
disease. 

E. D. Y. Grasby 


61. Clinical and Hematologic Aplastic Anemia with 
Hypercellular Marrow in Pregnancy. 

By E. E. Di-wortu and C. R. Mays. Amer. J. 
Obstet. Gynec., 54, 529-532, Sept. 1947. 3 reis. 


62. Congenital Aneurysm of the Circle of Willis 
Associated with Pregnancy. 

By E. E. Ruoaps. Amer. J. Obstet. Gynec., 
54, 533-530, Sept. 1947. 5 reis. 


63. The Incidence and Causation of Glycosuria in 
Pregnancy. Part. I. 

By K. C. Batitwatta. Indian med. Gaz., 82, 
191-193, Apr. 1947. 5 figs., 11 refs. 

Samples of urine from 540 women 3 to 9 months 
pregnant were tested for glucose, lactose, albumin, 
indican, and acetone bodies. Lactose was found 
only in four samples collected a few days before 
labour. The incidence of glycosuria rose from about 
4 per cent in the third month to about 37 per cent 
in the ninth month, and was greater during subse- 
quent pregnancies. Glycosuria occurred slightly 
more frequently amongst women on vegetarian and 
low-calcium diets, and least frequently amongst 
those on vitamin C-rich diets. 

J. E. Page 


64. Pathogenesis of Diseases of the Kidneys in 
Pregnancy. (Pathogénie des néphropathies gravidiques) 

By H. Piceaup and M. Dumont. 
Obstét., 46, 454-458, 1947. 
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65. Urinary Complications in Pregnancy. A Case 
Report. 

By L. H. Biskinp and J. B. Gavin. Urol. cutan. 
Rev., 51, 495-497, Sept. 1947. 1 fig. 


66. Treatment of Pyrosis in Pregnancy by Pros- 
tigmin. (Tratamiento de la pirosis del embarazo por 
prostigmine. ) 

By J. J. Gomez-SIGLer. Clin. y Lab., 44, 198- 
200, Sept. 1947. 


67. Transmission of Poliomyelitis during Pregnancy 
and Labour. (Die iibertragbare Kinderlahmung in der 
Schwangerschaft und wahrend der Geburt.) 

By K. PoptescuKa. Zbl. Gynik., 69, 238-255, 
1947. 24 refs. 

Anterior poliomyelitis and pregnancy are not 
commonly seen together. The author describes two 
cases of poliomyelitis at the end of pregnancy in 
which the management of delivery presented con- 
siderable difficulties. 

The first case was that of a healthy young primi- 
gravida, aged 20, seen when 7 days overdue, who 
a week later was suddenly taken ill and 2 days later 
developed acute anterior poliomyelitis of the 
ascending Landry type. The prognosis was hope- 
less, paralysis rapidly increasing with cyanosis. At 
this time the foetal heart became irregular, and 
when the mother herself lost consciousness a 
Caesarean section was performed. The foetus was 
cyanosed at birth but survived, and the infant was 
transferred to an Isolation Hospital. Eleven days 
later, it also developed acute anterior poliomyelitis 
with typical Landry ascending paralysis and died 
12 hours later. 

The second case was that of a 23-year-old primi- 
gravida who at full term developed pyrexia and 
head and back pains, followed 3 days later by 
typical acute anterior poliomyelitis. This was of 
the ascending Landry type, and as in the former 
case a Caesarean section was performed on a 
moribund patient, who died 2 hours later. The 
foetus was stillborn, but necropsy revealed no 
evidence of poliomyelitis. The question of trans- 
placental communication to the first foetus is 
raised, but this mode of infection cannot be sub- 
stantiated. 

The author gives in considerable detail abstracts 
‘rom the literature, most of which deal with preg- 
nancy in patients suffering from the late results of 
poliomyelitis, pregnancy being normal and the 
children quite unaffected. The incidence of oper- 
ative deliveries is higher because of the failure of 
the accessory muscles during labour. One case of 
Caesarean section in a moribund patient, in which 
a healthy child was born and known to be alive 
15 years later, is recorded. 

The author concludes from his own investigations 
and a review of the literature that pregnancy is not 
materially influenced by the disease, nor does it 
influence the disease itself. The foetus is not 


infected in utero, but at birth is introduced to a 
highly infected environment should the mother be 
suffering from the acute disease. Pregnancy in a 
woman convalescent or recovered from poliomye- 
litis will result in inheritance of immunity by the 
child. Diagnosis and management of poliomyelitis 
are the same as in a non-pregnant woman. In 
acute cases in which a fatal outcome is inevitable, 
Caesarean section is the only means of saving a 
viable child. 
E. D. Y. Grasby 


68. Syphilis and Pregnancy. (Sifilis e gravidez.) 
By O. Banta. Rev. Ginec. Obstet., 2, 692-702, 
Sept. 1947. 27 refs. 


69. Effect of Malaria on Pregnancy. 
By D. D. Kutcsar. Canad, med. Ass. J., 57, 
332-337, Oct. 1947. 16 re‘s. 


70. Appendicitis Complicating Pregnancy, Labour, 
and the Puerperium. 

By R. L. Merrinc. Surg. Gynec. Obstet., 85, 
512-522, Oct. 1947. 50 refs. 


71. Diagnosis of Ectopic Pregnancy by Hysterosal- 
pingography. [In English. | 

By B. NIELSEN. Acta radiol., 28, 185-198, Apr. 
30, 1947. 8 figs., 6 refs. 

After reviewing the scope of hysterosalpingo- 
graphy in ectopic pregnancy and briefly examining 
the literature on this subject, the author describes 
a personal investigation of 25 cases of suspected 
tubal pregnancy with an aqueous contrast medium, 
“‘perabrodil’’, in 35 per cent solution. He 
emphasizes the need for exposing several films in 
each case and for watching the penetration of the 
contrast medium in successive pictures. [He does 
not specify the quantity of fluid used.] He does 
not consider that, apart from the changes in the 
pregnant tube, any characteristic indications of 
tubal pregnancy exist. A hypotonic uterus is a 
rare accompaniment and is more suggestive of early 
intrauterine pregnancy or abortion. In the preg- 
nant tube the appearances are those of: (a) filling 
defect; (b) incomplete and irregular filling without 
a definite defect; (c) a tube which fills normally in 
its juxta-uterine portion but terminates in a sudden 
semilunar dilatation in the vicinity of the uterus, 
giving a ‘‘ mallet-shaped’’ appearance; (d) complete 
failure of the medium to penetrate the tube. The 
author suggests that the main value of the pro- 
cedure is a negative one, in that tubal pregnancy 
may be ruled out with certainty if the tubes are 
normal in appearance and patent. Nevertheless, in 
the series of cases which he investigated, the correct 
diagnosis was made by hystersalpingography in 11 
out of 12 cases of tubal pregnancy, the twelfth case 
being reported as one in which tubal pregnancy 
could not be ruled out. In the non-pregnant 
patients, a similar equivocal report was made once, 
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while in the remaining cases alternative diagnoses 
were suggested. The author experienced no serious 
complications with his method, but points out that 
tubal rupture may result from the investigation, 
which should not be undertaken unless facilities for 
operation are immediately available. He does not 
discount the risk of producing abortion of an intra- 
uterine pregnancy, but records 4 cases of early 
pregnancy in which gestation continued in 3, mis- 
carriage occurring in the fourth after the patient 
was discharged from hospital [exact time interval 
between examination and abortion not stated}. 


W.1I. C. Morris 


72. Pathogenesis of Tubal Pregnancy in Tubal 
Tuberculosis. (Zur Pathogenese der Eileiterschwan- 
gerschaft bei Eileitertuberkulose. ) 

By O. Penni. Klin. Med., Wien., 2, 349-364, 
Apr. 15, 1947. 4 figs., 43 refs. 

Repeated investigations have shown that the 
incidence of tuberculosis of the uterus and adnexa, 
and in particular of the Fallopian tubes, is very 
much higher than is generally assumed. Ascending 
or descending in‘ection of the tubes occurs rarely, 
most cases originating by blood-borne infection 
from a tuberculous focus elsewhere in the body. 
Spontaneous healing of a tuberculous tube has been 
observed, but subsequent sterility is the rule. If, 
however, the tuberculous process heals without 
producing an obstructive lesion of the lumen, 
uterine pregnancy is possible, but the formation of 
crypts in the mucosa, kinking of the tube, 
adhesions, and other partial obstructions to the 
normal progress of the ovum render tubal preg- 
nancies more probable. When pregnancy occurs in 
a tube it is not known whether the tuberculous 
disease arises during pregnancy or precedes it, and 
opinions vary as to whether nidation can take place 
in a tuberculous endometrium. 

The author observed from 36 recorded cases that 
the majority of tubal pregnancies associated with 
tuberculous salpingitis occurred in primigravidae, 
aged 27 to 37 years. In 3 cases it was associated 
with fatal miliary tuberculosis, in 1 with menin- 
gitis, in 4 with known familial tuberculosis, in 1 
with a suspected pulmonary lesion in early youth, 
and in 2 with tuberculous lesions in other organs. 
Microscopically the tubes showed recent tuber- 
culosis of the mucosa, and in some cases more 
extensive involvement of muscle with actual 
caseation and necrosis. The most striking observa- 
tion was the complete similarity between the 
duration of the pregnancy and that of the tuber- 
culous process, which before the second month 
extended only to the mucosa but after that to the 
muscularis. In two cases older foci of infection 
were observed near areas of more recent disease, but 
the author believes that pregnancy is responsible 
for the occurrence or recrudescence of active 
disease in the tube. No case has so far been described 
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of pregnancy occurring in the presence of estab- 
lished tuberculosis salpingitis. 

The author reviews fully the pathological find- 
ings in cases already recorded, and then quotes 
the details of a personal case. A nulliparous 
woman of 33 years, married 14 years, was operated 
upon for a ruptured tubal pregnancy. The tube and 
ovary were removed. In both mucosa and 
muscularis there was evidence of old tuberculous 
disease, but in the mucosa there was also recent 
miliary tuberculosis, especially marked in the 
region of the ovum. Nidation had occurred in the 
ampulla, in a deep mucosal crypt near an area of 
polypoidal proliferation of the mucous membrane. 
Decidua formation was present around the ovum 
and in the fimbriae, but only in areas actually free 
from tuberculous involvement. The author 
also describes certain so-called ‘‘ pale cells ’’ in the 
outer layers of the mucosa; their exact significance 
is not known. 

The author expresses the view that pregnancy 
occurring in the presence of a tuberculous focus 
in the body of a patient showing some concomitant 
constitutional and ‘‘ allergic ’’ tendency may result 
in the activation of a tuberculous salpingitis. 
Pregnancy will be tubal if there is any mechanical 
obstruction to the normal passage of the ovum. 
Tuberculous infection, blood-borne from a distant 
focus, will follow and progress simultaneously with 
the pregnancy. 

[The pathological and microscopical findings are 
most carefully described. | 

E. D. Y. Grasby 


73. Radium in the Treatment of Ectopic Pregnancy. 

By E. F. BLumperc. Med. Press, 218, 399-401, 
Oct. 29, 1947. 

74. Full term Intra-abdominal Pregnancy with 
Living Mother and Child. 

By H. Sin TEn. Yale J. Biol. Med., 19, 951-953, 
July 1947. 5 refs. 

75. Abdominal Extrauterine Pregnancy. Study of 
a Case with Special Reference to the Treatment. 
(Graviditas Extrauterina Abdominalis. Gennemgang 
af et Tilfaelde med Saerlig Henblik paa Behandlingen. ) 

By B. ARFMANN. Ugeskr. Le@g., 39, 580-584, 
Sept. 25, 1947. 1 fig., 7 refs. 

76. Primary Ovarian Pregnancy: Case Report. 

By H. E. H. Denna. N.Z. med. J., 46, 317-319, 
Aug. 1947. 1 fig., 11 refs. 
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77. On a Theory regarding the Cervix in Relation 
to Labour. (A propos d’une théorie cervicale appli- 


quée a l’accouchement.) . 

By J. Kreis. Rev. frang. Gynéc., 42, 45-54, 
Feb. 1947. 6 refs. 

The suggestion is advanced that the cervix, being 
composed of muscle and supplied with nerves so 
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that it may contract, also contracts in labour apart 
from the rest of the uterus and with a different 
intensity. It is further suggested that the contrac- 
tion of the cervix by itself induces a reflex con- 
traction of the corpus; but not at the same time, 
otherwise contraction of the cervix would present 
a pathological obstacle to the work done by the 
corpus. There is thus a dual function of cervix and 
body. 

Clinical observations are included in support of 
this theory of isolated excitability of the cervix. 
For example, on palpation of the orifice of the 
cervix with one hand and the body with the other, 
the cervix may be felt to contract apart from con- 
traction of the corpus. Also, these contractions of 
the cervix may account for the sacro-lumbar pains 
in labour, which are continuous and occur apart 
from uterine contractions (‘‘ pains ’’). Sacro-lumbar 
pain due to contraction of the cervix is the first type 
of pain to yield to anti-spasmodic treatment (with 
‘‘ spasmalgin ’’). On the other hand, sacro-lumbar 
pain coinciding with contraction of the body of the 
uterus is due to a conflict between cervical resist- 
ance and body contraction and is much more 
difficult to overcome by sedation. 

G. Gordon Lennon 


78. Relations between the Uterine Os, the Isthmus 
Uteri, and the Presenting Part of the Foetus. (Uber 
die Beziehungen Muttermund, Grenzring und voran- 
gehendem Kindsteil.) 

By W. Wor. Z. Geburtsh. Gynik., 128, 113- 
127, June 1947. 7 figs., 20 refs. 


79. The Second Stage of Labour: Internal Rotation. 

By L. A. Cackins. Amer. J. Obstet. Gynec., 53, 
488-493, Mar. 1947. 1 ref. 

An attempt was made to determine the time of 
internal rotation of the head of the baby in relation 
to the stage and duration of labour in 2,900 primi- 
parae and 2,500 multiparae, the time of rotation 
apparently being estimated clinically by various 
observers. It is stated that early rotation is more 
frequent in multiparae than in primiparae, but is 
unrelated to the size of the head. It is alleged to 
be influenced also by parity and the character of 
uterine contractions. 

D. M., Stern 


80. An Account of 243 Cases of Internal Version. 
(Versao internal s6bre 243 casos.) 

By P. Scumipt Gori. Rev. Ginec. Obstet, 2, 
549-552, July 1947. 

81. Can Stein’s Method of Medical Induction be 
Improved or Replaced by Follicular Hormone? (Kann 
durch Follikelhormon der Erfolg medikamentéser 
Geburtseinleitung (Stein) verbessert oder ersetzt 
werden?) 

By H. TiscHer. Wien. klin. Wschr., 59, 154-157, 
Mar. 14, 1947. 13 refs. 


The many enthusiastic reports of the effitacy of 
follicular hormone as a means of inducing labour, 
either alone or in combination with known 
methods, prompted the author to conduct a 
clinical investigation in 90 pregnant women to 
determine whether these methods actually gave 
better results in selected obstetric conditions, 

The author observes that: (1) the Stein medical 
induction (ol. ricini and an enema at 7.30 p.m. 
followed 12 hours later by six half-hourly doses of 
5 mg. quinine and then by five hourly injections 
of 0.2 ml. thymophysin) gives 50 per cent of suc- 
cesses; (2) the exact role of follicular hormone in 
labour is unknown; (3) the concentration of 
follicular hormone in the blood is known to rise 
steeply towards the end of pregnancy, to reach a 
maximum midway through labour, and to fall 
rapidly afterwards, suggesting that the highest 
concentration follows rather than precedes the 
onset of labour; and (4) the sensitivity of the 
uterine muscle to the oxytocic principle of the 
pituitary is enhanced by follicular hormone. 

The cases were placed in one of four groups. Cases 
in Group I were given doses of from 5 to 30 mg. 
oestradiol benzoate intramuscularly; Group II. 
received doses of from 50,000 to 200,000 i.u. of 
‘“progynon’’ (oestrone) intramuscularly with 
‘“‘ perlatanglycosid’’ intravenously; Group III. 
received 50,000 to 150,000 i.u. progynon intra- 
muscularly with a Stein medical induction; and 
Group IV. 100,000 i.u. perlatanglycosid intra- 
venously followed 12 hours later by a Stein medical 
induction. 

The results of the four methods of induction in 
postmaturity (43 cases), prematurity (14), and 
premature rupture of membranes (40), with the 
incidence of inertia (37) and operative intervention 
(14), are shown in a table, together with an 
estimate in 9 cases of their efficiency in improving 
the quality of the uterine contractions. From these 
results the author makes the following deductions: 
(1) Follicular hormone alone is valueless as a means 
of stimulating the onset of labour in each of these 
conditions, except in cases of proved hormone 
deficiency or established hypoplasia; the incidence 
of inertia actually tends to be higher in this small 
series, while the use of large doses may be danger- 
ous by inhibiting subsequent lactation. (2) Folli- 
cular hormone with a routine medical induction will 
be successful in 50 per cent of cases, but this result 
can be achieved by medical induction alone. (3) 
Little is known of the multiplicity of factors which 
initiate labour, but follicular hormone, though with- 
out direct effect, probably exercises a hormone 
nerve-regulating action. Failure of this mechanism 
may be caused, among other factors, by inactiva- 
tion of follicular hormone in the body, by a biolog- 
ically inefficient hormone, by diminished 


receptivity of the uterine muscle, and by the exist- 
ence of a tone-reducing substance in the blood. 
E. D. Y. Grasby 
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82. Morbidity Associated with Induction of Labour. 

By M. A. RosiEe. Amer. J. Obstet. Gynec., 53, 
382-404, Mar. 1947. 31 refs. 

The author reviews 500 cases of induced labour 
consisting of 3 groups. Group (1): 160 patients in 
the years 1925-27, at Barnes Hospital, all with 
viable foetuses at the onset of induction. Incidence 
of induction was 8.3 per cent. of parturient hospital 
admissions of at least 36 weeks’ gestation. The 
combined maternal and foetal morbidity was 20 
per cent. Elective rupture of the membranes was 
used rarely. Group (2): 140 cases during the years 
1928-34 at the St. Louis Maternity Hospital, care- 
fully selected to show the morbidity associated with 
a combination oi the older technique of using 
pituitary extract, castor oil, quinine, bags, and 
bougies, and the newer practice of artificial rupture 
of the membranes when medical induction has 
failed. Incidence of induction was 13.5 per cent of 
parturient hospital admissions at term. The com- 
bined maternal and foetal morbidity was 40 per 
cent. Group (3): All the inductions for 1944 at the 
St. Louis Maternity Hospital. As in the other 
groups, all cases were of at least 36 weeks’ gesta- 
tion. Incidence of induction was 10.2 per cent of 
parturient hospital term admissions for the private 
service and 0.8 per cent for the ward service. The 
combined maternal and foetal morbidity was 20 per 
cent (150 cases). In addition, 50 cases were selected 
from a 1943 group of patients, taken largely from 
a controlled private service, where induction was 
by elective rupture of membranes and injection of 
pituitary extract. In these, the combined maternal 
and foetal morbidity was 8 per cent. 

The morbidity of each case was studied. The 
standard of morbidity was a temperature of 
100.4° F. or 38°C. for any 2 consecutive days of 
postpartum hospital stay. This afforded a mini- 
mum basis for classification as a ‘‘red’’ case. 
Induction during a first pregnancy carried a 41 per 
cent morbidity. The cases were divided into six 
general groups as follows: 








No. Classi- Mor- Inci- 

of fied as bidity, dence 

cases “red” % % 
E. Roxaemias <.. <.. 47 21 44 9 
2. Disproportion ... 31 19 60 6 


3. Ruptured mem- 

branes (not followed 

by induction of lab- 

our within 12 hours) 14 II 80 3 
4. Post-mature as to 

estimated date of 


confinement ... ... 109 27 25 20 
5. Before estimated 

date of confinement 168 31 18 33 
6. Estimated date of 

confinement ... ... 131 19 14 26 





Total . 500 128 25 97 
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“In 1925-27, at Barnes Hospital, the series of 
16 cases induced for disproportion between foetus 
and pelvis is in contrast to an incidence of 3 cases 
induced in the larger series of 1943-44 at the St. 
Louis Maternity Hospital.’’ The author states that : 
‘“* During the past 3 years no ward patients at the 
St. Louis Maternity Hospital have been induced 
except for toxaemia . . . With the elimination of 
pituitary injections, the incidence of cervical 
lacerations has been reduced an estimated 75 per 
cent.’’ The requirements for elective induction are 
that: (1) term has been reached; (2) the head is 
engaged; (3) the cervix is effaced; and (4) dilatation 
has begun. 

Among the 500 cases induction failed in 13 per 
cent, the failures being analyzed below: 


Percentage 


Cases of Failed Induction 
Of all attempts to induce in contracted 
pelvis (pelvis disproportion)... ... 35 
Of all attempts to induce toxaemia 
patients 25 


Of all attempts to induce whose rup- 
ture of membranes was not pro- 
ductive of labour within 12 hours 21 

Of all attempts to induce in the ante- 
mature more than 2 days before the 
estimated date of confinement... II 

Of all attempts to induce in the post- 
mature after the estimated date of 
confinement dace eae > aaa oa 9 

Of all attempts to induce within +2 
days of the estimated date of con- 
TIIGRTE esis cusd Sad “eke © Be 9 


[At one point the author states that ‘‘ practically 
all observers have noted the ease with which tox- 
aemias of pregnancy are usually induced by medical 
means ’’, yet in 25 per cent of toxaemia cases 
induction failed when all methods were used. 
Again, the author has not always made clear the 
type of induction employed—medical, surgical, or 
both. However, the investigation is a most valuable 
and timely one, if only to warn of the risks attend- 
ant upon induction of labour. | 

G. Gordon Lennon 





83. Induction of Labour. 
By P. L. Prayrarr. Med. Press, 218, 308-312, 
Oct. 1, 1947. 


84. Induction of Labour by Aburel’s Method. (La 
provocacion del parto por el método de Aburel.) 

By J. Carbus and J. J. Coso. Clin. y Lab., 44, 
186-187, Sept. 1947. 


85. Clinical Use of a New Oxytocic Agent, ‘‘ Parter- 
gin’’ (Methyl-ergometrine). (Uber die ‘klinische 


Anwendung des neuen Wehenmittels Partergin.) 
By G. AtHANassiu. Z. Geburts. Gynik., 127, 
251-257, Jan. 1947. 2 figs., 18 refs. 
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86. Uterine Inertia. 

By H. F. P. Grarron. Canad. med. Ass. J., 57, 
341-345, Oct. 1947. 

87. Uterine Ring Dystocia. 

By H. W. Jounson. J. Missouri med. Ass., 44, 
729-731, Oct. 1947. 2 refs. 

88. Hernia of the Diaphragm as a Complication of 
Labour. 

By BC. Mur tess. -Brit. med. J., 2, 251-252, 
Aug. 16, 1947. 5 refs. 

Two cases of hernia of the diaphragm and one 
of eventration of the diaphragm in pregnant 
women are described. The condition is not 
excessively rare, but is not often referred to in 
medical literature. The symptoms commonly 
associated with the condition are those of gastric 
disturbance (nausea or vomiting) and dyspnoea, 
usually noticed after the thirty-fourth week. In all 
3 cases described by the author dyspnoea was pre- 
sent during the second stage of labour. In 1 case 
there was vomiting in late pregnancy, which was 
worse after delivery and continued to be troub!e- 
some throughout the puerperium. The author gives 
his suggestions for treatment. During the late 
pregnancy the patient must rest more than usual, 
and if dyspnoea is not relieved thereby she must 
be confined to bed. Small and frequent meals should 
be taken, and laxatives administered to ensure 
regular bowel action. In cases with severe encroach- 
ment on the thoracic cavity induction of premature 
labour must be considered. The usual sedatives may 
be given during the first stage; oxygen should 
always be available and should be given—especially 
during the second stage—if the patient becomes at 
all cyanosed. Delay of the head on the perineum 
should be treated by episiotomy and low forceps 
delivery, cyclopropane or local analgesia being 
used. In the majority of cases all symptoms dis- 
appear after delivery, and relatively few cases 
require operation. The prognosis in this complica- 
tion of pregnancy is good. Rigler and Eneboe have 
re-examined after the puerperium 25 cases, in 
which small and moderate degrees of para- 
oesophagal hernia had been present in late preg- 
nancy. In only 3 could the hernia still be 
demonstrated radiologically. Exact diagnosis of the 
condition is not usually possible without chest 
radiography. 





Falkland L. Cary 


89. Spontaneous Annular Detachment of the Cervix 
During Labour. 

By C. B, INcraHAM and E. S. Taytor. Amer. J. 
Obstet. Gynec., 53, 873-877, May 1947. 51 refs. 

Fifty-four cases in which the second stage of 
labour was completed by spontaneous annular 
detachment of the cervix have been collected by 
the authors from the literature, and they add the 
details of a case they have observed themselves. In 
this case the first stage of labour had lasted fifteen 
hours with strong contractions but the cervix had 


only dilated up to 3.5 cm. Slight continuous bleed- 
ing began, and after 22% hours annular rupture of 
the cervix was found on internal examination. 
Spontaneous delivery occurred half an hour later. 
The puerperium is not mentioned, but 20 months 
later the patient was well but complaining of slight 
dysmenorrhoea. The vaginal portion of the cervix 
was deficient and of irregular contour. 

In an analysis of the reported cases the following 
points were noticed : 75 per cent occurred in primi- 
gravidae, the average length of labour being 58 
hours; cephalo-pelvic disproportion was presumed, 
on the available evidence, to be present in one- 
quarter of the cases; 4 maternal deaths occurred 
(7.4 per cent); puerperal morbidity was severe in 
13 per cent and the foetal mortality was 29 per cent. 
[These facts strongly point to the advisability of 
performing Caesarean section before labour has 
continued much more than 20 hours when the 
uterine contractions are strong and yet the cervix 
is but slowly dilating. | 

Braithwaite Rickford 


go. Air Embolism during Labour. 

By G. W. My tks, A. B. Brown, and C.N. 
RosBinson. Canad. med. Ass. ]., 56, 427-429, Apr. 
1947. 2 figs., 11 refs. 

There are few recorded cases of air embolism 
during !abour. Opinions vary considerably as to 
the amount of air which, introduced into the cir- 
culation, will cause death; different authorities 
mention from 480 ml. to 10 ml. as the minimum 
lethal dose. The cause of death varies; it may be 
due to mechanical interference with the right heart, 
blockage of the pulmonary artery or tributaries, 
and, when air has gained access to the systemic 
circulation, blockage of the coronary or cerebral 
arteries. 

The authors report a fatal case of air embolism 
in labour. The patient was aged 32 years, 2-para, 
the first pregnancy being normal, and she had 
always been well. The expected date of delivery 
was June 30. On May toshe reported with oedema, 
albuminuria, and a blood pressure of 163/194 mm. 
Hg. After 2 weeks at home she was admitted for 
treatment by rest and a high-protein, salt-free diet. 
Her condition improved and she was discharged, 
but soon got worse, and was readmitted on June 17 
for surgical induction. This was attempted by 
stripping the membranes one day and inserting a 
Voorhees bag the next, but was unsuccessful and 
the bag was removed. It was decided to await the 
onset of spontaneous labour. 

Labour started on June 27 at 6 p.m. At 8 p.m. 
pains were good but her temperature had risen. At 
10 p.m. she had a rigor, and at 11 p.m. she vomited 
blood-stained fluid. At midnight shock developed 
and she became restless and cyanosed; as there was 
considerable loss per vaginam, a blood transfusion 
and infusion of to per cent glucose saline were 
given with continuous oxygen inhalation. At 1 a.m. 
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a stillborn child was delivered spontaneously, and 
the patient died at 1.30 p.m. 

At necropsy 2 hours later air bubbles escaped 
when vessels of the breast were cut, both lungs were 
collapsed, and air bubbles escaped when the right 
ventricle was opened. The liver was engorged and 
haemorrhagic and the gastric mucosa was haemor- 
rhagic, the stomach containing a pint (568 ml.) of 
blood-stained fluid. On section the liver showed 
haemorrhage and necrosis, and the kidney marked 
degenerative changes with possible air bubbles in 
the glomeruli. The report stated that death was 
probably due to air embolism and there was evi- 
dence of gross toxic changes in the liver and 
kidneys. 

The authors conclude that the air had entered 
from the site of a prematurely separated placenta, 
possibly situated low down, and comment upon the 
unexpectedly severe changes in the liver and 
kidneys. 

[This case is far from a simple one of air embol- 
ism, and is complicated by other factors. It pre- 
sents interesting features, but is incompletely 
recorded and analyzed. For example, the pyrexia is 
lightly dismissed, and the time of onset and amount 
of the vaginal bleeding are not recorded, nor the 
relation of the bleeding to the onset of shock. No 
mention is made of the placenta or of the uterus 
at necropsy, and apparently the position of the 
placenta was not verified. | _ ee 


gt. A Method of Prophylactic and Curative Treat- 
ment of Severe Post-partum Haemorrhage. (Sur un 
procédé de traitement prophylactique et curatif des 
hémorragies graves de la déliverance.) 

By —. BeErtRrovu. Gynéc. Obstét., 45, 826-829, 
1946. 

During more than 10 years in hospital service the 
author has never found the method described below 
to fail in the prophylaxis or treatment of post- 
partum haemorrhage. 

The procedure is to seize the posterior lip of the 
cervix with two pairs of forceps. Slight but firm 
traction on the forceps produces a re-orientation 
of the uterine mass which can be exaggerated if 
pressure is exerted on the fundus uteri by means 
of a hand on the abdomen. When the uterus is 
fixed between the hand and the forceps the situa- 
tion is mastered. A cotton-wool tampon may be 
placed in the posterior fornix to maintain the 
forceps in good position. The forceps are left in 
place for 6, 12, or 24 hours. [All cases of haemor- 
rhage due to retention of the placenta are, of course, 
excluded. ] The author believes that this mechan- 
ism does not act by kinking the uterine vessels but 
by reflex stimulation causing contraction of the 
upper segment of the uterus. He maintains that the 
method is without danger and simple enough to be 
used by non-specialists. A case is described to 


illustrate the ., 
ustinte the procedure G. Gordon Lennon 
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92. Prolonged Labour, with special reference to 
Postpartum Haemorrhage. 

By A. M. Watson. Minnesota Med., 30, 945-948 
and 996, Sept. 1947. 


93. Placental Blood Loss. 
By L. D. OvetL. J. Kanas med. Soc., 48, 393- 
395, Sept. 1947. 8 refs. 


94. A Case of Triple Pregnancy with Multiple 
Placental Anomalies. (Embarazo triple con multiples 
anomalias de la placenta. Caso clinico.) 

By L. Mayorea. Bol. Soc. Chil. Obstet. Ginec., 
12, 43-46, May 1947. 


95. Acute Hydramnios in Univitelline Twin 
Pregnancy in an Rh-negative Mother. (Polihidram- 
nios agudo en embarazo gemelar univitelino, en madre 
Rh negativa.) 

By F. Figueroa. Bol. Soc. Chil. Obstet. Ginec., 
12, 46-49, May 1947. 1 fig. 


96. Post-partum Paralysis of the Lateral Popliteal 
Nerve. (Les paralysies du sciatique poplite externe 
dans le post-partum.) 

By P. Trititat and M. Dumont. Gynéc. Obstet., 
46, 413-419, 1947. 18 refs. 


97. Postpartum Paravaginal Hematoma. 
By S. DuckMaN and J. Tortora. Brooklyn Hosp. 
J.. 5, 153-156, July 1947. 9 refs. 


ANAESTHESIA, ANALGESIA 

98. The 
Obstetrics. 

By E. B. Tuouy. Minnesota Med., 30, 953-955, 
Sept. 1947. 7 refs. 

99. The Question of Painless Delivery in Severe 
Injury of the Spinal Cord. 

By A. A. NikotsKaya. Akush. Ginec., No. 4, 
54-55» 1947. 


General Problem of 


Anesthesia in 


100. Obstetric Analgesia by Lumbar Sympathetic 
Block. (Analgésie obstétricale par infiltration du 
sympathique lombaire.) 

By J. SNoEcK and C. Pirson. Acta clin. belg., 
2, 157-167. Mar.—Apr. 1947. 2 figs. 

Methods of blocking the sensory fibres from the 
uterus in order to obtain obstetric analgesia have 
recently become more popular. These fibres arise 
in the wall of the uterus and join fibres from the 
other pelvic organs in the inferior and superior 
hypogastric plexuses, whence mainly parasympath- 
etic fibres go to the sacral segment of the cord 
through the nervus erigens; sympathetic fibres 
pass through the presacral nerve to the last few 
ganglia of the lumbar sympathetic chain, and from 
the latter to the spinal cord through the white rami, 
the posterior roots, and the spinothalamic tracts, to 
the cortex. 

Spinal, epidural, and continuous caudal tech- 
niques show that analgesia not affecting uterine 
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contractions is obtained only by blocking segments 
between D 9 and L 1; therefore the nervus erigens 
is not involved in uterine sensation. The authors 
found that infiltration of the hypogastric plexus 
had not effect. | No figures are given.| The work of 
Aburel and of Cleland shows that the sympathetic 
fibres must enter the cord at the level of ‘L 1; 
Laffont and others found that injection of procaine 
into the aorta produced complete analgesia in 
labour without affecting contractions, suggesting 
that vascular spasm may play a part in producing 
the pain. 

The authors’ technique of blocking the lumbar 
sympathetic consists in marking the level of the 
lower border of the ribs on each side of the [ ? mid- ] 
axillary line, this level corresponding roughly with 
the interspace between the second and third lumbar 
vertebrae. A needle is introduced at this level 8 
cm. from the midline at an angle of 45 degrees until 
it glances against the body of the vertebra; it is 
advanced another centimetre, aspiration is per- 
formed, and 20 ml. of 1 in 1,000 “‘ percaine ’’ with 
adrenaline is injected. Bilateral injection gives 
instantaneous relief of pain in the first stage of 
labour. 

The authors used this method in 215 labours. The 
only complications were occasional tremors and 
agitation, relieved by ephedrine, and 1 case of 
accidental subarachnoid injection. Infiltration was 
best performed when the cervix was dilated 3 to 4 
cm.; if the injection is made too early, pain may 
return before the cervix is fully dilated or incipient 
labour may be arrested. Analgesia was complete in 
88.2 per cent, fair in 8.3 per cent, and poor in 3.5 
per cent; the average duration was 4 hours. The 
effect on uterine contractions was as follows: 


Contractions 


Acceler- Un- 
Time of injection ated changed Slowed Stopped 
Cervix dilated 
less than 3 cm. 13.5% 43-5% 40% 3% 


Cervix dilated 


morethan3cm. 16% 63% 20%: 1% 


The second stage and puerperium were unaffected, 
forceps being applied in 4.8 per cent of cases 
(controls, 4.6 per cent). Unilateral (left) injection 
gives adequate but briefer analgesia, according to 
some authors; presumably diffusion to the other side 
always occurs. The technique described above 
ensures that the mother reaches the second stage 
of labour in good condition, without exhaustion, 
and that the child is unaffected. 

D.D.C Howat 


1o1. Sigmodal in Obstetrics. Clinical Observations 
with a Report of Three Reactions. 

By A. M. LILienFELD and D. McC. Drxon, Bull. 
Sch. Med. Maryland, 31, 135-143, Apr. 1947. 7 
refs. 
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The effect of ‘‘ sigmodal’’ (5-sed. amyl-5-beta- 
bromallyl barbituric acid) in labour was studied in 
a total of 391 patients. This little known barbitur- 
ate was clinically investigated first by Emmert and 
Goldschmidt in 1936; these authors published their 
results in a final series of 550 cases in 1941. A 
series of 166 cases was reported by Watson in 1942. 
In the present cases the drug was administered 
through a thin urethral catheter into the rectum. 
A dose of gr. 3 (0.2 g.) of ‘‘ seconal’’ was given 
when the patient became uncomfortable, and the 
sigmodal was given when the cervix was 4 cm. 
dilated in a primigravida or, regardless of cervical 
dilatation, when uterine contractions were lasting 
for at least 35 seconds in a multipara. Within 5 to 
15 minutes of the patient’s receiving and retaining 
the sigmodal she shows signs of increasing drowsiness 
and generally falls asleep. A second dose is some- 
times necessary. The first dose consists of ro ml. 
of the preparation; the second, when needed, of not 
more than 5 ml. This dose may be repeated every 
3 or 4 hours. In about 90 per cent of cases delivery 
is accomplished by episiotomy and the use of low 
forceps. A total of 223 cases was analyzed for 
amnesic effect. In 75.3 per cent there was complete 
amnesia; in 16.2 per cent almost complete or partial 
amnesia; and in 8.5 per cent no amnesic effect was 
obtained. The drug appeared to have no effect 
upon blood pressure, pulse rate, respiration rate, or 
foetal heart rate, and 83.6 per cent of infants did 
not require any active resuscitation. Excitement 
and muscular twitchings were seen in a varying 
number of patients. In 3 cases severe respiratory 
depression occurred. These serious reactions may 
have been caused by variations in the nature of the 
drug, but were more probably due to over-dosage 
and to the added anoxaemic effect of nitrous oxide. 
The question of over-dosage is being further studied 
by means of blood-level determinations. 

Falkland L. Cary 


102. Forty Personal Cases of Shortening of Labour 
by Dolantin (pethidine). (Cuarenta casos personales 
de acortamiento de la duracion del parto, por medio de 
la dolantina. ) 

By J. Carpus. Toko-ginec. pract., 6, 95-101, 
Mar. 1947. 

Following a previous report of 22 cases treated in 
labour with pethidine, usually in doses of 50 mg., 
the author now gives clinical details of a further 18 
cases attended personally and treated with doses of 
up to 100 mg. intramuscularly. He concludes that 
this dosage is safe for mother and child, and that 
the drug has an anti-spasmodic action on the 
uterus and as a result of this shortens normal 
labour. A dose of 50 mg. is sufficient to produce an 
antispasmodic action, but in most cases is insuffi- 
cient to bring about an analgesic effect. Although 
patients given pethidine may still complain, they 
are not agitated. The optimum time for its 
administration is when the cervix is between 2 and 
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3 cm. dilated. Uterine action is not depressed, and 
pituitary extract is not needed to a greater extent 
than normally. The author has formed the impres- 
sion that if chloroform is needed for any procedure 
a smaller quantity has to be used if pethidine has 
been previously given, and the course of anaesthesia 
is smoother. 
Bryan Williams 


PUERPERIUM 


103. Urine Examination in the Puerperium. (Onder- 
zoekingen van urines van kraamvrouwen. ) 

By G. A. LinpEsoom. Ned. Tijdschr. Geneesk., 
91, 1313-1318, May 24, 1947. 

In order to determine quantitatively the inci- 
dence of urinary infections following pregnancy, the 
urine of 300 women was examined at the end of the 
puerperium. The results were as follows: (1) no 
pathological changes, 119; (2) urine sterile but 
albumin present with or without leucocytes, 98; 
(3) bacteria found microscopically but culture 
sterile, 7; (4) bacteria growing on agar-agar, 76. A 
month later the urine of 61 cases of the fourth 
group was re-examined and 1g specimens yielded a 
positive culture. Twelve of these patients were 
seen again 2 months later, and in to of them 
bacteria were still present in the urine. 

Symptoms of infection in women with bacilluria 
were evident in 85.5 per cent on a first examination, 
87.4 per cent on a second, and 100 per cent on a 
third examination. While at the first examination 
Bacterium coli was found in half of the cases, the 
other half having Proteus vulgaris, Micrococcus 
tetragenes, and staphylococci, at the last examina- 
tion only Bacterium coli grew on culture. None ot 
the cases was treated during the period of investi- 
gation. Women whose urine was or became sterile 
were not followed up. From this study emerges the 
significant fact that 4 months after delivery 10 
women out of 300 (3.3 per cent) had clinical and 
bacteriological signs of urinary infection. 

A. Lilker 


104. Protracted Retention of Urine after Delivery. 
{Langvarig urinretensjon etter fgdsel.) 

By J. Lance. Tidsskr. norske. Legeforen., 67, 
515-516, Oct. 1, 1947. 2 figs., 5 refs. 


105. Late Postpartum Bleeding: A Method of 
Prevention. 

By H. W. Ervine and H. A. Power. Amer. J. 
Obstet. Gynec., 53, 1019-1023, June 1947. 1 ref. 

The authors found that every year 6 patients 
were readmitted to hospital, 2 to 6 weeks after 
delivery, for excessive bleeding. All needed curet- 
tage and packing;-some needed transfusions. Many 
cases were treated as outpatients. A preventive 


routine has been evolved. Retention of placental 
tissue or subinvolution of the placental site is 
suspected if the lochia rubra persists after the sixth 


G 
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or seventh day, particularly if subinvolution of the 
uterus and low-grade pyrexia exist. In such cases 
the uterine cavity is explored digitally in the ward. 
If a piece of tissue or marked elevation of the 
uterine wall is felt and the examination does not 
cause pyrexia, the uterus is evacuated and packed 
the following day. Recently penicillin has been 
given for 48 hours. If no abnormality is felt ergo- 
novine (ergometrine) is given. 

Over 8 years 134 such evacuations were per- 
formed. There was no mortality and the majority 
of patients had a smooth and rapid convalescence 
(8 developed a post-operative pyrexia of 100.4°F. 
(38°C.) or over for 2 consecutive 24-hour periods). 
No relation was found between late postpartum 
bleeding and age, parity, length of labour, method 
of delivery, mechanism of placental separation, 
multiple pregnancy, or viability of the child. In 
only 10 cases was true degenerating placenta found 
microscopically, the remaining material removed 
showing degenerating decidua-like tissue, chronic 
metritis, chronic interstitial endometritis, or 
necrotic debris. 

[The authors give no figures to show the total 
population from which their cases are drawn. They 
have operated 134 times in order to avoid a 
potential 48 readmissions for haemorrhage, but do 
not state whether in fact this object has been 
attained. It seems likely that many of the 124 
patients in whom placental tissue was not found 
would have made a good recovery without 
operation. | 

Aileen M. Dickins 


106. Hormonal Treatment of Deficient Lactation. 
Results with Crude Anterior-pituitary Extract. 

By M. Rosinson. Lancet, 2, 90-92, July 19, 
1947. 5 refs. 

From observations of 500 untreated lactating 
mothers it was found that successful lactation for 
at least 6 months followed in nearly every case 
where the milk output on the fifth day of the 
puerperium was 10 ounces (280 ml.) or more, and on 
the tenth day 16 ounces (448 ml.) or more. These 
quantities were therefore adopted as the criterion 
of establishment of Jactation, and treatment was 
given according to the results of test-weighing on 
the fifth and tenth days of the puerperium. If on 
either day the milk yield fell short of the accepted 
standard, experimental or control treatment was 
instituted, starting as a rule on the seventh day and 
ending on the thirteenth. The milk yield was 
determined daily by test-feeds continued at all 
feeds until the fourteenth day, and then on an 
average of two consecutive feeds at the end of the 
fourth, sixth, and twelfth weeks and sixth month of 
lactation. ; 

The experimental treatments were given as 
follows: (1) Crude ox anterior-pituitary extract, of 
which 1 ml. contained 250 mg. fresh ox anterior- 
pituitary tissue and possessed praeactin activity 
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equivalent to about 20 I.U., was injected intra- 
muscularly into alternate buttocks in diminishing 
daily dosage of 5, 5, 2, 2, and 1 ml. (2) Crude ox 
anterior-pituitary extract was given together with 
synthetic hexoestrol, 1 mg. by mouth 4 times daily 
during the period of pituitary treatment. The crude 
ox anterior-pituitary extract was given with dried 
thyroid gland gr. 1 (.65 mg.) by mouth, 4 times 
daily during the period of pituitary treatment. (4) 
The crude anterior-pituitary extract was given with 
hexoestrol and dried thyroid gland by mouth in the 
dosage described. 

The control groups received: (1) Breast massage 
as advocated by Randall. (2) Injections of physio- 
logical saline. (3) A proprietary galactogogue by 
mouth. (4) No treatment. 

The mean daily output of milk before treatment 
was practically the same in all groups, as was the 
increase in yield in treated and untreated patients 
up to the twenty-eighth day of lactation. There- 
after the mean daily output began to fall in the 
control groups, and when no treatment was given 
the breast milk had completely dried up by the 
end of the third month in every case. Of the control 
infants 15 per cent were still breast-fed at the end 
of the sixth month and it is noteworthy that any 
form of treatment is better than no treatment at 
all. The best results were obtained with the group 
given pituitary extract and dried thyroid, where 38 
per cent of the infants were still being breast-fed 
by the end of the sixth month. In the group given 
hexoestrol besides crude ox anterior-pituitary 
extract and dried thyroid the results were no better 
than in the controls, and it seems possible that 
hexoestrol can counteract the effect of thyroid 
extract. Crude ox anterior-pituitary extract alone 
had no more effect than any of the control treat- 
ments, and seems to be of little value in stimulating 
lactation. 

No benefit was obtained by continuing any form 
of treatment beyond the puerperium, the full effect 
of any stimulant to lactation apparently taking 
place during the first two weeks postpartum. 

M. Baber 


107. Iodine and Failing Lactation. 

By M. Rosinson. Brit. med. ]., 2, 126-128, July 
26, 1947. I ref. 

During an investigation on the part played by 
hormones in failing lactation it was discovered that 
large doses of dried thyroid caused a greater 
increase in milk yield in puerperal women than any 
of the other hormone preparations. Lugol’s solution 
of iodine in cases of failing lactation gave even more 
satisfactory results than those obtained with the 
dried gland. Failure of lactation was diagnosed 
where the output of milk was less than 10 ounces 
(280 ml.) on the fifth day or 16 ounces (448 ml.) on 
the tenth day of the puerperium. 

In the series reported the diagnosis of failure 
was based on the milk yield on the fifth day, 


and treatment was started on the sixth day. 
Twenty-seven patients were given 6 drops of 
Lugol’s solution in milk by mouth twice a day. Of 
these 27, 7 results had to be discarded for various 
reasons. Seventy-two patients were used as con- 
trols; of these, 21 lactated normally, 11 were 
treated by breast massage, 19 were given daily 
intramuscular injections of 1 ml. of physiological 
saline, and 21 were given no treatment. The results 
are summarized in the following table : 





At 
No. Day of puerperium four 
of Sth 6th 7th 9th Lith 13th weeks 
cases 02." O24. OZ. GF. O28. OZ. G2. 





Massage ... ... II 7 © © @ to 8 
No treatment... 21 oe 5 6 & 6 6 
Saline injection I9 5 5 6 6 8 9 t2 
Lugol’s solution 20 5 6 8 12 15 17 21 
Normal... <«.« 20. 44 t4, to. 18 27 28 25 





* 1 fluid oz. equals 28 ml. 


The author concludes that in 20 cases of failure 
to establish lactation in the puerperium Lugol’s 
solution increased the mean milk output by 300 per 
cent. 

A. Doyne Bell 


108. Breast Feeding and the Early Phase of 
Lactation. 

By H. Water. Mon. Bull. Min. Hlth., 6, 73-81, 
May 1947. 6 refs. 

The author in the present paper reports the 
results of his personal observations upon conditions 
which predispose to the frequent failure of breast- 
feeding during the second, third, and subsequent 
months of lactation, even when the function would 
appear to have been satisfactorily established dur- 
ing the first month. Many women who suffer this 
disappointment record that at first they seemed to 
have an excess of milk, but that their babies ‘‘ could 
now get the milk out’’; this difficulty is best 
explained by assuming that, as in veterinary 
physiology, the act of milking is unlikely to be 
successful unless there is a forcible secretory 
evacuation by the gland (‘‘ letting down’’ of milk) 
prior to the emptying of the reservoirs in which the 
milk accumulates. Women with previous experience 
of breast-feeding are usually aware of this intrinsic 
expelling mechanism and call it ‘‘ the draught ’’; 
they realize that it causes a periodic sensation 
which signifies to them that the milk will flow 
easily when the child sucks. But in the first lacta- 
tion a woman may not experience ‘‘ the draught ”’ 
during the first 20 to 30 days of lactation, and this 
may be taken to mean that the “‘ letting-down”’ 
mechanism often takes time to establish itself. 
Until this occurs there is a danger of high milk 
tension within the breasts, and the glands are liable 
to cease secreting and to undergo involution if this 
tension is excessive and is not speedily relieved. 
Avoidance of early overloading of the breasts is to 
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be sought by teaching women, especially during 
their first pregnancy, to expel their colostrum by 
hand-milking. A follow-up of 100 women who had 
been taught this procedure showed that 83 were 
successfully breast-feeding their infants at 6 
months, as against 42 of the controls. Another 
review of 300 primiparae who came consecutively 
under the author’s care and had received tuition 
during pregnancy gave the figure of 79 per cent 
breast-feeding successfully at 6 months. 

There are occasions when the cautious use of 
stilboestrol may be of help in preventing painful 
and dangerous hypertension in the breasts; the 
author gives valuable practical advice regarding the 
prevention and treatment of injury to the nipples. 
At times failure of lactation may be due to lack of 
secretory tissue in the breasts, to developmental 
abnormalities of the nipples and lacteal sinuses, and 
to other structural variations which the author has 
studied by painstaking clinical observation. 

[This paper is an outstanding contribution to the 
clinical study of a subject which has received 
surprisingly little scientific investigation; it should 
be read by all who have to deal with antenatal and 
neonatal care. | N. B. Capon 


109. Permeability of the Lactating Bovine 
Mammary Gland to Sulfonamides. 

By V. T. Schumarptr, T. B. Carroi, L. J. 
RHopE, and H. Lacy. /. Bact., 53, 366-367, Mar. 
1947. 

The comparative permeability of mammary 
tissue for various sulphonamides is illustrated by 
experiments from the University of Texas and the 
Brucellosis Research Project of the Clayton 
Foundation. Cows received go g. of various sul- 
phonamides in three equal doses at intervals of 4 
hours. Sulphathiazole, sulphapyrazine, and 
sulphadiazine attained maximum blood levels of 
less than 5 mg. per 100 ml. of the free drug while 
only the last drug was demonstrable in the milk 
in a concentration of 1.1 mg. per 100 ml. Sulphanila- 
mide, 2-sulphanilamido-5-bromopyridine, and 2- 
sulphanilamido-5-chloropyrimidine attained maxi- 
mum blood levels ranging from 5 to 13 mg. per 100 
ml. of free drug. Only sulphanilamide and sulpha- 
pyridine came through the mammary gland into the 
milk in concentrations approaching those found in 
blood. Sulphapyridine gave the higher levels in 


milk. G. M. Findlay 


110. The Inhibition of Lactation by Folliculin. 
By D. E. SHmMuNpDAK and M. D. SHEINERMAN. 
Akush. Ginec. No. 4, 56-57, 1947. 


THE INFANT 
111. Physiological Method of Resuscitation of the 
Newborn. 
By I. S. LEGENCHENKO. Akush. Ginec. No. 4, 
38-43, 1947. 


99 


112. Asphyxia of the Newborn. (Asfixia do 
recém-nascido. ) 
By C. Correa Da Costa. An. brasil. Ginec., 23, 


449-468, June 1947. 


113. A Case of Prolapse of the Umbilical Cord. 
(Sébre um caso de prolapso de cordao.) 

By H. Sacus. Rev. brasil. Chir., 16, 523-526, 
Aug. 1947. 


114. Further Observations in Dental Defects in 
Infants Subsequent to Maternal Rubella During 
Pregnancy. 

By M. W. Evans. Med. J. Aust., 1, 780-785, 
June 28, 1947. 11 refs. 

The coincidence of maternal rubella contracted 
during pregnancy with dental defects in the child- 
ren is analyzed in 67 cases, 34 of which had been 
recorded previously by the author. Earlier con- 
clusions are supported by the new evidence. 

The time of tooth eruption and the incidence and 
degree of dental caries and of enamel hypoplasia 
are the main subjects of the study. The defects are 
graded according to their severity. Their character 
chiefly depends on the time of maternal infection. 
The foetal tissue of tooth structure is most vulner- 
able to any adverse influence during the first 
3 months of pregnancy. Within this period 3 
groups are distinguished: group A, up to the sixth 
week of pregnancy; group B, from the sixth to the 
eighth week; group C, from the eighth to the 
twelfth week. Retardation of eruption of the 
deciduous teeth—the most striking dental aberra- 
tion—and enamel hypoplasia prevailed in the 
‘‘early pregnancy ’’ groups, when the mother was 
infected before the third month, 1 child in every 2 
showing delay of eruption as against 5 per cent of 
the children of the ‘‘ later pregnancy’’ group. 
Enamel hypoplasia affecting on the average 3 
deciduous teeth was present in approximately 20 
per cent of all cases (0.4 per cent is regarded as 
normal). Congenital absence of deciduous teeth and 
premature eruption of permanent teeth were also 
observed in the early groups. The greatest incidence 
of caries was observed in group B. After the third 
month of pregnancy infections influence the tooth 
development insignificantly. In all but 5 cases the 
dental defects were linked with at least one other 
congenital malformation due to maternal rubella 
infection. 

M. Dynski-Klein 


115. Congenital Defects as a Result of Rubella in 
the Mother during the Early Months of Pregnancy. 
(Medfgdte misdannelser som fglge av rubeola hos 
moren i de fgrste svangerskapsmineder. ) 

By H. HaGetstEEn. Tidsskr. norske Legeforen, 
66, 777-778, Dec. 15, 1946. 4 refs. 

The author describes 2 cases of congenital defects 
occurring in the children of women who had had 
rubella in the early months of pregnancy. In a 
female child aged 2 months there was pronounced 





I0O 


facial malformation, with deformation of the 
auricles and atresia of the external meatus. Hear- 
ing was apparently normal, although it was difficult 
to be certain of this point on account of the age of 


the patient. The palpebral fissures were small and . 


the lateral canthi depressed. There were no abnor- 
malities to be seen on ophthalmoscopic examina- 
tion. The zygomatic arches were apparently 
missing on both sides. The mother had had rubella 
in the 13th to 14th week of pregnancy. There was 
no family history of congenital defect. In the 
second child, a female 4% years old, there were 
unilateral congenital cataract and also a patent 
ductus arteriosis. The mother had a febrile illness 
during the first month of pregnancy which was not 
diagnosed at the time but which was probably 
rubella. 
D. J. Bauer 


116. Hypercalcemia and Idiopathic Hyperplasia of 
the Parathyroid Glands in an Infant. 

By E. L. Pratt, B. B. Geren, and E. B. D. 
NeuHauser. J. Pediat., 30, 388-399, Apr. 1947. 
14 figs., 12 refs. 

An infant was studied by the authors from the age 
of 15 weeks until its death at 10 months. The lead- 
ing symptoms were weakness, hypotonia, lethargy, 
anorexia, and malnutrition. Investigations revealed 
a constantly high blood calcium with low urinary 
calcium excretion and deficient renal function. 
Radiographs of bones showed some hypocalcifica- 
tion, and a biopsy revealed fibrosis of the marrow 
spaces. 

At necropsy there was very slight enlargement of 
the parathyroids, which microscopically showed 
lack of stroma, great cellularity, and increase in 
chief cells and transitional water-clear cells. Some 
nephrocalcinosis and a calcium plaque in the aorta 
were seen, but no other metastatic calcification was 
observed. The bones showed osteitis fibrosa. The 
apparently unique association of hypercalcaemia 
with chief-cell hyperplasia is discussed, but no 
satisfactory explanation is offered. 

N.M. Jacoby 

117. Prematurity from the Viewpoint of the 
Obstetrician. 

By N. J. Eastman. Amer. Pract., Phila., 1, 343- 
352, Mar. 1947. 18 refs. 

The author reviews the incidence of premature 
births in the Johns Hopkins Hospital between 1926 
and 1945, during which time there were 28,493 
deliveries and 3,331 premature infants—11.7 per 
cent. Excluding twins and premature artificial 


inductions, the incidence was only ro per cent (7.2 
per cent in white women, and 13.4 per cent in 
negresses). In 61.9 per cent no cause for the pre- 
maturity could be found. This latter figure differs 
materially from corresponding figures given by 
other authors, who usually find that not more than 
40 or 50 per cent are unaccounted for; and the 
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author points out in explanation of the difference 
that the mere association of premature labour and 
some disease in the mother such as toxaemia or 
syphilis does not necessarily incriminate that 
disease as the causal agent. 

He discusses possible causes in this group of 61.9 
per cent. In 2,040 private cases, eliminating 
multiple pregnancies and premature inductions, the 
incidence of prematurity was 5.3 per cent. In 9,898 
white ward cases it was 7.6 per cent, and in 9,926 
negro ward cases 13.4 per cent. When such compli- 
cating diseases as toxaemia, placenta praevia, or 
syphilis were excluded, the prematurity rates in 
these three groups were 4.5, 6.7, and 11.8 per cent 
respectively. Patients were also divided into those 
receiving poor or no antenatal care, and those in 
whom antenatal care was adequate. In the former 
the incidence of premature births was 24.9 per cent 
and in the latter 7.8 per cent. The author considers 
that the explanation is that the patients who attend 
irregularly for antenatal care are in the main shift- 
less and improvident members of the community, 
their habits of living being just as ill managed as 
their habits in relation to antenatal care. This and 
all the other available evidence points to faulty 
nutrition being the chief cause of the difference in 
the incidence of prematurity in the various groups. 
‘“ Thus far indeed it is the only one we have been 
able to suggest.’’ 

The following suggestions are made for lowering 
the mortality amongst premature infants. The diet 
of the expectant mother should be amplified in 
respect of minerals, proteins, and vitamins. Pills 
and capsules are no substitutes for the minerals and 
vitamins ‘ound in natural food, especially milk, 
meat, green leafy vegetables, citrous fruits, and 
whole-wheat bread and cereals. Vitamin K should 
be given at the beginning of labour to every woman, 
to prevent haemorrhagic disease of the newborn. 
No analgesic should be administered to women in 
premature labour except caudal, spinal, or local 
infiltration analgesia. Delivery should be preceded 
by a wide episiotomy, and the cord should not be 
tied till pulsation ceases. After birth the airway 
should be well cleared by a mucus extractor, oxygen 
administered, and the baby kept warm and handled 
as little as possible. 

F. J. Browne 


118. Pre- and Post-natal Development of Immunity. 
Serum-albumin and Serum-globulin Levels in Maternal 
and Cord Bloods of Premature Infants. 

By C. RiminctTon and J. A. Bickrorp. Lancet, 
1, 781-785, June 7, 1947. 2 figs., 35 refs. 

To obtain information on serum protein levels of 
full-term and premature infants the total protein, 
non-protein nitrogen, albumin, and globulin were 
determined in the cord blood of 38 newborn child- 
ren, whose conceptual age varied from 20 weeks to 
full-term. Parallel determinations were made on 
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maternal blood. Foetal albumin and globulin 
increase with length of gestation and at about the 
same rate. No significant change in maternal serum 
protein occurs during pregnancy, and there is little 
correlation between maternal and foetal values. It 
is suggested that a foetal method of synthesizing 
serum protein is in use in the early stages of gesta- 
tion, and is later displaced by the adult method; 
this might explain the ‘‘ serological immaturity ’”’ 
of the newborn. 

Attention is drawn to the interest of the osmotic 
relations of foetal blood, with its low serum protein 


content. C. L. Oakley 


119. Feeding of Premature Infants. A Comparison 
of Human and Cow’s Milk. 

By H. H. Gorpon, S. Z. Levine, and H. 
McNamara. Amer. J. Dis. Child., 73, 442-452, 
Apr. 1947. 17 refs. 

Carefully controlled clinical studies were under- 
taken to compare the progress of premature infants 
given isocaloric amounts of human milk or of 
mixtures of cow’s milk under comparable nursing 
and medical care, and environmental conditions. 
The subjects were all healthy prematurely-born 
infants. Any infant who became ill was excluded 
from the statistical analysis. 

Three feeding mixtures were used: (a) human 
milk, (b) evaporated milk, and (c) half-skimmed 
powdered milk. The mixtures were given to the 
infants in the proportion of 55 calories per pound 
(0.45 kg.) of body weight. The human milk mixture 
was low in protein and high in fat and fluid com- 
pared with the cow’s milk mixtures. The chief 
difference between the two cow’s milk mixtures was 
the lower fat content of the half-skimmed powder 
mixture. Both mixtures of cow’s milk contained 
larger amounts of calcium, phosphorus, and other 
minerals than did the human milk. The mean gain 
in weight was measured in grammes per kilo per 
day for a period of 21 days, from the 7th to the 
28th day of life. For the 16 infants fed on human 
milk the average gain in weight was 12.5 g. per kilo 
per day, compared with 14.1 g. for the 39 infants 
fed on evaporated milk and 15.7 g. for the infants 
fed on half-skimmed milk. The differences were all 
significant. 

The results of this statistical study support the 
laboratory investigations which suggest that mix- 
tures of cow’s milk are more suited for the peculiar 
needs of premature infants than human milk. This 
may be due to the higher protein content of cow’s 
milk, although the possibility exists that the higher 
mineral content of cow’s milk is,also a factor. Since 
there is no significant difference in the weight gains 
for the larger infants (1,621 to 1,996 g.) on the 3 
diets, it seems wise to feed the infants of this weight 
group on human milk whenever obtainable from 
individual mothers, in order to stimulate the 
mother’s milk supply and thus permit more infants 
to be discharged from hospital on breast-feeding. 
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It is concluded that under conditions of modern 
hospital practice, mixtures of cow’s milk in 
amounts designed to give approximately 120 
calories per kilo will produce larger gains in weight 
in premature infants than human milk. Mixtures 
of partially skimmed cow’s milk are particularly 
indicated for smaller premature infants. 

James M. Smellie 


120. Prematurity—An Orientation. 

By E. C. DunHAM. New Orleans med. surg. J., 
100, 119-125, Sept. 1947. 3 figs., 8 refs. 

121. Cardio-esophageal Relaxation as a Cause of 
Vomiting in Infants. 

By E. B. D. NEuHAUSER and W. BERENBERG. 
Radiology, 48, 480-483, May 1947. 5 figs., 4 refs. 

Persistent or recurring vomiting in the newborn 
or in young infants is a frequent problem. When 
severe, and especially when persistent regurgitation 
is alleviated by an erect posture, radiological 
examination is indicated. By this method during 3 
years, the authors have found 12 patients whose 
symptoms were evidently due to ‘‘ chalasia’’ of 
the cardia or failure of the oesophageal hiatus to 
contract. Retrograde barium filling of the oesophagus 
during inspiration or with increase in intra- 
abdominal pressure with persistent relaxation of 
the sphincter is diagnostic. The condition appears 
to be a temporary aberration of the neuromuscular 
function of the hiatal portion of the oesophagus and 
of the diaphragm. There were no deaths in the 
series, and in only one instance had the condition 
continued beyond the neonatal period. Most cases 
are relieved if the infant is fed in the erect posture 
and maintained in this position for 30 minutes. In 
more severe cases the patient should be kept in a 
semi-sitting position day and night. Thickening of 
feeds with cereal may encourage gastric retention. 

T. Semple 


122. Syndrome of Acute Marasmus of the Newborn. 
Possible Pathogenic Role of the Middle Ear. (Le syn- 
drome de dénutrition aigué du nouveau-né. Rdle 
pathogénique possible de l’oreille moyenne.) 

By —. RIvIERE, —. CHASTRUSSE, and —, MourRE. 
Gynéc. Obstét., 45, 832-835, 1946. 3 figs., 5 refs. 

This is an article written apparently by 
paediatricians to draw attention to a cause of 
marasmus in the newborn which will respond to 
treatment. The authors believe that infection of 
the ear is to blame when in newborn babies there is 
a loss of weight without apparent cause, accom- 
panied or not by acute coryza, vomiting, diarrhoea, 
and a slight degree of pyrexia, all resistant to any 
known treatment. They make a routine examina- 
tion of the ears in these cases and perform bilateral 
paracentesis. There are two distinct types of case: 
(1) those in which the tympanum is normal or a 
little congested and paracentesis causes immediate 
amelioration of symptoms; and (2) those in which 
the tympanum is very congested and paracentesis 
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causes issue of blood or pus, consistent with a 
diagnosis of serous or suppurative otitis. 

Usually paracentesis is followed by an increase 
in weight. At other times the weight continues to 
fall after an initial rise; in these cases after 48 hours 
bilateral antrotomy is necessary. The authors 
claim that by this routine they have considerably 
altered the prognosis in the syndrome of marasmus 
of the newborn, and they append their results. In 
45 such cases treated at the obstetrical clinic there 
were 6 cases in which simple paracentesis was car- 
ried out, with 6 recoveries; 29 cases in which para- 
centesis was accompanied by the issue of blood, 
serous fluid, or pus, with 25 recoveries; 10 antro- 
tomies were performed, with 1 recovery, 1 unknown 
result, and 8 deaths. 

The authors now treat serous or purulent otitis 
with penicillin, followed, if necessary, by antro- 
tomy in 48 hours. Another 19 cases had this treat- 
ment. Ina further 19 cases in which this treatment 
was carried out, penicillin was given only on the 
day of death and in too small doses in 4 cases. The 
remaining 15 patients comprised 8 with simple 
otitis, all of whom recovered, and 7 in whom 
antrotomy was done; 3 of these recovered, and in 
4 the dosage of penicillin was inadequate and 
antrotomy was too long delayed. The authors state 
that, of course, these numbers are too small to 
allow definite conclusions to be drawn, but they 
consider them worth while reporting. 

G. Gordon Lennon 


123. 
Infants. 

By I. D. BEREzNyak and V. I. Apostor. Vrach. 
Delo., 26, 713-718, 1946. 

The authors have investigated the frequency of 
otitis media in infants suffering from dysentery and 
and the effect of this complication upon the course 
of the disease. In all 96 infants were studied, 53 
male and 43 female, aged up to 2 years. All were 
undernourished, and rickets was common; 40 had 
a mild or moderate attack of dysentery, and the 
remainder a severe one. The incidence of otitis 
media was 14.8 per cent. The mortality was 4.9 
per cent, and 14 per cent in those cases where 
mastoiditis occurred as well. The infection was 
bilateral in 73 per cent of cases. The diagnosis of 
otitis media during the course of dysentery is diffi- 
cult. Changes in the tympanic membrane are not 
marked and are not a reliable guide to the severity 
of the process; attention is usually drawn to the 
presence of the complication by a worsening of the 
general condition not attributable to the alimentary 
infection. 


Disease of the Middle Ear in Dysentery in 


D. J. Bauer 


124. Panophthalmitis in a Premature Infant Treated 
by Streptomycin. 

By L. B. SOMERVILLE-LarRGE. Brit. J. Ophthal., 
31, 362-366, June 1947. 2 figs. 
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The panophthalmitis in the case described was 
due to umbilical-cord infection. A little pus removed 
from the anterior chamber by a syringe showed the 
presence of Proteus vulgaris in pure culture. 
Penicillin by injection and sulphadiazine by mouth 
were ineffective. The administration of streptomy- 
cin intramuscularly was soon followed by improve- 
ment in the condition; streptomycin did not, 
however, prevent the eye from perforating. Swabs 
taken from the aqueous and vitreous were found 
to be sterile, a result no doubt effected by the 
streptomycin. 

Eugene Wolff 


125. Clinical and Aetiopathological Study of 18 
Cases of Megaloblastic Pernicious Anaemia in Infants. 
(Osservazioni cliniche ed etiopathogenetiche su 18 casi 
di anemia perniciosiforme megaloblastica nel lattante. ) 

By E. PecoreELLa, G. R. BurGio, and T. AVERSA. 
Riv. Clin. pediat., 45, 65-107, Feb. 1947. 3 figs., 
73 refs. 

The authors describe a clear-cut syndrome occur- 
ring in infants between the ages of 5 and 13 months 
which appears to be caused by prolonged and 
exclusive breast-feeding or by inadequate mixed 
feeding coincident with a mild chronic diarrhoea. 
The onset, with progressive pallor and development 
of a slight subicteric complexion, is usually 
between the ages of 6 and 9 months and may be 
preceded or accompanied by attacks of mild febrile 
diarrhoea or by iniections of the respiratory tract. 
The development of the anaemic pallor is slow, and 
3 months may elapse between its recognition and 
the time when medical advice is sought. On exam- 
ination of the patient the pallor may be extreme 
and jaundice scarcely recognizable; slight enlarge- 
ment of liver and spleen is usual, but the symptoms 
of the intercurrent infection may be most promin- 
ent. The blood shows anaemia with haemoglobin 
below 50 per cent and sometimes as low as 24 per 
cent; the colour index is usually over 1.2, though 
sometimes it is below 1. The mean corpuscular 
volume is usually over 100 c.» and the mean red- 
cell diameter usually over 7.5 ». Marked anisocy- 
tosis, poikilocytosis, and increase in modal 
corpuscular diameter (peak of the Price-Jones 
curve) are always present, and are most important 
in diagnosis. The bone marrow shows a moderate 
megaloblastic reaction, but normoblasts are always 
numerous and may outnumber megaloblasts. In 
about half the cases there were extrapyramidal 
nervous signs (mask-like facies, tremor, exaggerated 
tendon reflexes), and in a quarter there were 
pyramidal signs (positive Babinski). 

Treatment by correcting the error in diet was 
curative in 2 cases, but in the remainder injection 
of liver extract was preferred owing to the debilit- 
ated state of the infants. Two infants died from 


respiratory infection, the others recovered rapidly 
and have not had a relapse. The authors conclude 
that the syndrome is caused by a lack of extrinsic 
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factor in the diet. This may be absolute, if breast 


* milk is the only food, or relative, when insufficient 


other food is given and the infant develops a 
chronic diarrhoea. In 2 cases where diet appeared 
satisfactory the diarrhoea had been prolonged, and 
the syndrome could be compared with that of sprue. 

[A similar syndrome was described by Zuelzer 
and Ogden (Amer. J. Dis. Child., 1946, 71, 3), so 
the condition appears to be widespread. These two 
papers are extremely valuable, describing the 
clinical and pathological findings with clarity; they 
should be read in the original by all concerned with 
anaemia in infancy. | 

G. Discombe 


126. Experimental Production of Anti-Rh Sera by 
the Use of Human Erythrocyte Stromata. 

By F. W. GALLAGHER and G. P. PILLISCHER. 
Science, 105, 344-345, Mar. 28, 1947. 5 refs. 

Rh-positive red cells were lysed with distilled 
water and the stromata washed until the super- 
natant fluid was free from haemoglobin. With the 
residue guinea-pigs were ‘‘ immunized by repeated 
intraperitoneal injection’’. The guinea-pigs were 
subsequently bled and their sera were absorbed 
with Rh-negative red cells to remove the species 
agglutinins. Details are given of the reactions of two 
antisera produced in this way when tested against 
10g samples of red cells which had previously been 
grouped with anti-Rh, [anti-D] serum. The results 
obtained with each guinea-pig serum agreed with 
the anti-Rh, results 103 times out of the 109. The 
two guinea-pig sera gave different results four times. 

[Though it has possibilities from the point of 
view of research, the method is clearly unsuitable 
for the production of anti-Rh testing sera for 
routine purposes. | 

R. R. Race 


127. Heterospecific Pregnancy: I. The Clinical 
Importance of the Rh Factor. 

By P. M. pe Burau, R. A. SANGER, and R. J. 
Watsu. Med. J. Aust., 1, 174-176, Feb. 8, 1947. 
4 refs. 

The authors report the results of tests for Rh 
antibody in the serum of 54 mothers who had child- 
ren suspected to be suffering from haemolytic 
disease. In all but 7 either anti-Rh agglutinin or 
incomplete antibody (more often the latter) was 
found. [In 5 of the 7 the accompanying history does 
not look like that of haemolytic disease. Since all 
the mothers included were Rh-negative, there must 
have been 30 or so similar cases where the mother 
was Rh-positive; these have not been reported. | 
The authors conclude that ‘‘ haemolytic disease in 
the infant is almost always associated with detect- 
able evidence of iso-immunization when the disease 
is due to Rh incompatibility as the cause of foetal 
or neonatal disorder ’’. 

R. R. Race 
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128. Two Popular Fallacies Regarding Rh. 
Preliminary Report of Some Thought-provoking 
Observations. 

By P. G. Hatrerstey. J. Lab. clin. Med., 32, 
423-427, Apr. 1947. 14 refs. 

Two fallacies in connexion with the Rh factor are 
described. The first is that only a small percentage 
of Rh-negative persons can become sensitized by 
transfusion with Rh-positive blood. The author 
examined the blood of a group of servicemen who 
at some time had received transfusions. A standard 
Rh, typing serum was used. All Rh-negative and 
most of the Rh-positive samples were sub-typed 
with sera of Rh’ and Rh” specificity. A single drop 
of serum was incubated in a small tube with a drop 
of 2 per cent suspension of Rh, Rh, cells in 30 per 
cent bovine albumin, Rh-negative cells being used 
as controls. Sera found to be active against Rh- 
positive cells were titrated, the same cell suspension 
being used both in saline and in albumin and serum 
dilutions for the latter being made with normal 
serum. All sera showing anti-Rh activity were 
tested also with the blocking technique of Wiener. 
Of 122 samples examined, 20 were negative for Rh, 
factor; 2 were of type Rh’ and 1 Rh”. Of these 20 
sera, 11 (55 per cent) contained Rh antibodies, all 
of the blocking or incomplete variety, and all were 
inactive against saline-suspended cells. Titres 
against Rh, Rh, cells in albumin ranged from 1:1 
to 1:5,120, while blocking titres ranged from o to 
1:32. This percentage would probably have been 
higher if the subjects had been examined more 
recently after their last transfusions. It is concluded 
that every Rh-negative patient is capable of 
developing Rh antibodies, and should be trans- 
fused only with Rh-negative blood. 

The second fallacy is that blocking antibodies are 
always of Rh specificity. With newer techniques 
‘‘ blocking ’’ antibodies can be demonstrated by 
their active agglutination of Rh-positive cells in 
various viscous media. In the present study sera 
which agglutinated Rh, Rh, cells in albumin were 
tested for specificity by the same technique using 
Rh,, Rh’, and Rh” cell suspensions in albumin. Of 
the 10 sera tested, none was active in saline, but 
with cells suspended in albumin all agglutinated 
Rh, cells, 6 agglutinated Rh’ cells, and 2 agglutin- 
ated Rh” cells. With Rh, cells the titre ranged from 
1:2 to 1:5,120 and with Rh” cells from 1:1 to 
1:1,280, while with Rh” cells both titres were 1:1. 
These results were checked with the rabbit anti- 
human globulin technique. The serum with the 
highest titre of anti-Rh’ antibodies was capable of 
blocking Rh’ cells in saline, preventing their 
agglutination by standard anti-Rh’ serum. Ten 
unselected sera from Rh-negative women sensitized 
by Rh-positive pregnancies were similarly examined 
with closely similar results. Of all 20 sera examined, 
18 had no activity against Rh’ cells in saline; 11 
of these (60 per cent) agglutinated the same cells in 
albumin, while 2 with weak Rh’ agglutinins acted 
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much more strongly in albumin. None of the 20 sera 
agglutinated Rh” cells in saline, while 3 (15 per 
cent) agglutinated Rh” cells in albumin. 

J. L. Markson 


129. The Rh Factor and its Clinical Interest. (Le 
facteur Rh et son intérét en clinique.) 

By M. L. Revor. J. méd. Lyon, 27, 745-747, 
Oct. 27, 1947. 


130. Symposium on the Rh Factor. I. Rh Factors 
and Their Relation to Obstetrics. 

By S.F. Moore. Texas St. J]. Med., 43, 307-311, 
Sept. 1947. 14 refs. 


131. Symposium on the Rh Factor. II. Rh Anti- 
gens and Antibodies. 

By J. M. Hirt and S. Haserman. Texas St. J. 
Med., 43, 311-315, Sept. 1947. 16 refs. 


132. Symposium on the Rh Factor. III. Routine 
Rh Testing in Obstetrics. 

By J. L. Stowe. Texas St. J]. Med., 43, 315-320, 
Sept. 1947. 9 refs. 


133. Replacement Transfusions in Erythroblastosis 
Fetalis. 

By J. C. Knox. North Carolina med. J., 8, 574- 
577, Sept. 1947. 4 refs. 


134. Influence of Vitamin B, on the Blood and 
Urinary Amylase of the Child. (Influenza della 
vitamin B_ sull’amilasi ematica ed urinaria nel 
bambino. ) 

By M. Bottetti and E, Cossanp1. Pediat. Med. 
prat., 19-21, 388-397, Sept. 1946. 26 refs. 

After receiving an intramuscular injection of 12.5 
mg. or 50 mg. of synthetic aneurine 3 hours after a 
meal 20 healthy boys, from 1 month to 8 years of 
age, showed a decrease during the subsequent 3 to 
6 hours of, in some cases, 50 per cent in the diastase 
content of the blood as estimated by a micro- 
Wohlgemuth method, with a return to the initial 
value in the course of 12 hours. Parallel with this a 
corresponding increase in the diastatic index of the 
urine was observed in 10 of the cases. Four boys, 
aged.4 months to 6 years, serving as controls and 
receiving no injection, showed a constant diastatic 
index in blood and urine throughout the day. It is 
suggested that the aneurine produces its effect by 
lowering the renal threshold for amylase. 

T. R. Parsons 


135. Sudden Deaths of Infants Allegedly Due to 
Mechanical Suffocation. 

By J. WERNE and I. Garrow. Amer. J. publ. 
Hlth., 37, 675-687, June 1947. 6 figs., 31 refs. 

In the International List of Causes of Death, 
cause No. 182 is entitled ‘‘ accidental mechanical 
suffocation ’’. In the U.S.A. in 1934, 834 deaths of 
infants under 1 year were classified under this 
heading; the number rose to 1,312 in 1944. One- 
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half to one-third of all fatal accidents during 
infancy are attributed to this cause. During the 
past I5 years 167 consecutive cases of infants 
ordinarily certified under this heading have been 
investigated by the authors. In no case did they 
find that an infant had been suffocated. In 43 cases 
necropsy alone was sufficient to determine that 
death was due to a natural cause, mainly upper 
respiratory tract infection. In the remaining 124 
cases histological study showed that fulminating 
respiratory disease was the most likely explanation 
for death in all except 15, in 6 of which no tissues 
were available for microscopical examination. An 
examination was also made of 67 other infants who 
had died suddenly in circumstances in which there 
could be no possible allegation of smothering. In 
these, acute respiratory disease was the usual cause 
of death, being present in 37 cases. 

Analysis of the age incidence in notifications of 
suffocation shows that the peak occurs during the 
third and fourth months, notification is infrequent 
in the first month when, if suffocation is the cause 
of death, one would expect to find the highest 
incidence. The relative freedom from death from 
infection in the first month may be explained by 
assuming: (1) that there is less exposure to infec- 
tion, and (2) that the infant is still protected by 
maternal antibodies. 

It is noted that the increase in notifications under 
No. 182 is accompanied by a decrease under No. 67 
(disease of the thymus gland—mainly status 
lymphaticus) and No, 200 (undetermined causes of 
death). The view that a healthy baby will resist all 
attempts at suffocation is endorsed. The authors 
conclude that cause No. 182 is erroneous, and that 
efforts to prevent sudden death in infants should be 
directed towards diminishing exposure to infection 
and towards educating parents in the early signs of 
acute respiratory disease. 

P. N. Meenan 


OBSTETRIC OPERATIONS 


136. Prophylactic Intraperitoneal Sulphanilamide in 
the Obstetric Surgery of the Infected Case. (La 
sulfanilamida intraperitoneal profilactica en la cirugia 
obstétrica del caso impuro.) 

By M. L. PEREz. Rev. esp. Obstet. Ginec., 5, 
201-218, Oct. 1946. 4 figs. 

After a detailed review of the mortality reported 
for the various forms of Caesarean section in the 
infected case, particularly in South America, the 
author concludes that the lower segment operation 
does not protect against sepsis, and that the 
mortality from peritonitis remains about 4.3 per 
cent. In an attempt to reduce this figure, the author 
and his colleagues since 1942 have been applying 
sulphanilamide powder to the region of the uterine 
incision and to the peritoneum and pelvic cavity 
when carrying out a transperitoneal lower segment 
operation. In a total of 734 infected cases operated 
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on by many different surgeons, there have been 6 
deaths from peritonitis, a mortality of 0.81 per 
cent. [The mortality from all causes is not given. ] 
In 96 of the author’s patients there were no deaths 
from peritoneal sepsis. After 613 transperitoneal 
operations in infected cases there were 2 deaths 
from peritonitis (0.32 per cent mortality), and after 
120 extraperitoneal operations there were 4 deaths 
(3-33 per cent mortality). The author considers that 
the trauma of the extraperitoneal operations inter- 
feres with local resistance to infection, and he also 
disapproves of drainage. 

The effect of chemotherapy on morbidity, which 
in the literature amounts to 33.2 per cent, has also 
been studied. [No definition of the term 
‘“ morbidity ’’ is given. | With sulphanilamide given 
by the peritoneal and parenteral routes, this has 
amounted to 58 per cent, but has been reduced in 
small numbers of cases to 25 per cent when sulpha- 
nilamide has also been given by the intrauterine 
route, and to 14.2 per cent when parenteral 
penicillin has been given, in addition to intra- 
peritoneal and parenteral sulphanilamide. 

The author recommends the following technique 
for all infected or suspicious cases. The lower 
segment transperitoneal operation is carried out 
with the minimum of trauma and displacement of 
the peritoneum. The uterine contents are absorbed 
mechanically, and 4 g. of sulphanilamide powder is 
applied along the suture line and to the abdominal 
wall, but mainly to the pelvic cavity. Parenteral 
sulphanilamide is administered for 72 hours after 
operation, a blood level of 6 mg. per 100 ml. being 
maintained, with estimations twice daily. Paren- 
teral penicillin is also given, beginning either 
before or after operation, 200,000 units being given 
in 48 hours. The author concludes that the problem 
of the infected case is now solved by the use of the 
transperitoneal lower segment operation and 
peritoneal and parenteral chemotherapy. 

[The lower segment technique, better anaes- 
thesia, and chemotherapy have made Caesarean 
section a relatively safe operation. Nevertheless it 
would be unwise to conclude that the question of 
sepsis in obstetrics has been permanently solved, 
and it should be considered rather that the 
streptococcus and its allies have ‘‘ gone under- 
ground ’’, awaiting their opportunity to appear in 
a drug resistant and perhaps more virulent form. ] 

Bryan Williams 


137. Failed Forceps. 

By J. K. Feeney. Irish J. med. Sci., 190-210, 
May 1947. 

Thirty recent reports from the 3 Dublin maternity 
hospitals have been studied to provide the material 
for this detailed review of 121 cases of failed forceps. 
Seventy-seven cases were admitted to hospital after 
delivery had been attempted outside, and 44 
failures actually occurred in hospital. 

Discussing the cases of failed forceps admitted to 
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hospital, the author analyzes his material under 
five headings: (a) abnormal cephalic presentations; 
(b) hydrocephalus; (c) cases in which the reason for 
failure appeared to be that the conditions necessary 
for low iorceps application in domiciliary practice 
were lacking; (d) cases in which disproportion 
between the presenting head and the maternal 
pelvis was strongly suggested by the previous and 
present obstetrical history of the patient, by the 
mode of delivery in hospital, by clinical and/or 
radiological examination of the pelvis in hospital, 
or by the weight of the baby; (e) constriction ring 
dystocia. Each case is briefly described, and a 
summary given for each group. There were 17 
patients in Group A, of whom 4 died (mortality 
23-5 per cent). Foetal mortality was 76.5 per cent. 
In Group B, of 6 patients 1 died of iniection on the 
eighteenth day (mortality 16.6 per cent). Of 28 
patients in Group C 5 died (mortality 17.8 per cent). 
Foetal mortality was 53.5 per cent. In Group D 
3 patients died out of a total of 24 (mortality 12.5 
per cent), and the foetal mortality was 70 per cent. 
Both patients in Group E survived and one baby 
lived. 

The total figures for these five groups show that 
38 patients were primigravidae and 39 multi- 
gravidae. Of the 13 deaths 5 were due to infection 
and 6 to shock, haemorrhage, and in.ection, alone 
or combined. One patient died of oedema of the 
lungs and one of cardiac failure. Of the babies 25 
survived, 49 were stillborn, and 3 died in the 
neonatal period (a mortality of 67.5 per cent, or 60 
per cent if the hydrocephalics are excluded). All the 
patients who died were in a poor condition when 
admitted to hospital. The mortality rate is com- 
pared with that quoted by Munro Kerr for an 
almost similar number oi cases (7 per cent). All but 
two of the deaths occurred after the introduction of 
the sulphonamides in 1935-36, and the author 
expresses the hope that penicillin in conjunction 
with the sulphonamides will bring improvement. 
Blood transfusion was used with benefit in the 
treatment of several of the surviving patients but 
does not appear to have been in general use. 

The second part of the paper deals with cases of 
failed forceps in hospital; out of a total of 44 
patients, 28 were primigravidae and 16 multi- 
gravidae. Three patients died, a mortality of 6.8 
per cent; 25 babies survived, 17 were stillborn, and 
2 died in the neonatal period, a foetal mortality of 
43.2 per cent. Symphysiotomy or pubiotomy was 
performed on 12 occasions without maternal death 
and ro of the infants survived. There was no post- 
operative orthopaedic disability in any of these 
cases, and it is stated that symphysiotomy would 
appear to be the ideal operation for certain cases 
ot mid-pelvic and outlet contraction. : 

The author stresses the fact that in just over half 
the cases admitted from outside, the cervix was not 
fully dilated, and that 15 of the 30 estimated cases 
of disproportion occurred in parous patients. A 
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plea is made for improvement in the teaching of 
obstetrics to students and postgraduates. 

[This comprehensive and critical review of the 
causes of ‘‘ failed forceps ’’ makes depressing read- 
ing, and emphasizes that either the teaching of 
obstetrics falls short in its aims or those who have 
been taught have rapidly forgotten what they have 


] od. 
earned. | E. L. Nicolson 


138. The Influence of Oestrogen upon the Healing 
of Vaginal Wounds in Rats, [In English. ] 

By A. Sjovati. Acta obstet. gynec. scand., 27, 
I-10, 1947. 5 figs., 21 refs. 

This paper describes the results the author has 
obtained experimentally in rats while investigating, 
at the Obstetrical and Gynaecological Clinic in 
Lund, the effects of oestradiol on the healing of 
wounds. Mature white rats were used, and all were 
spayed 7 days before the investigation. Small 
areas of vaginal mucosa were then removed. 
Subcutaneous injections of oestradiol benzoate in 
varying doses were then given and the animals 
killed 4 or 5 days later. Healing was estimated 
macroscopically and microscopically in these test 
animals (17 in all), and also in 19 controls. Healing 
was present 3 times more often in the animals given 


oestrogens. ; ; : 
8 Braithwaite Rickford 


139. Remarks on 78 Caesarean Sections: Indications, 
Techniques and Results. (Remarques sur une serie de 
78 césariennes: indications, techniques, et résultats. ) 

By L. Gtoanni. Rev. frang. Gynéc. Obstét., 42, 
245-252, July-Sept. 1947. 


140. Incidence of Caesarean Section. 
By A. L. Hunter. Wisconsin med. J., 46, 905- 
907, Sept. 1947. 2 figs. 


141. Indications for Caesarean Section. (Indikation 
sur Kaiserschnittentbindung. ) 

By U. von RuEtte. Praxis, 36, 711-714, Oct. 16, 
1947. 1 fig., 15 refs. 


142. Caesarean Section at the Gottingen University 
Clinic for Women, 1926-1946. (Der Kaiserschnitt von 
1926 bis 1946 an der Géttinger Universitats- 
Frauenklinik. ) 

By A. STADTMULLER. Z. Geburts. Gynik, 127, 
271-288, Jan. 1947. Bibliography. 


143. Influence of Surgical Technique and Operative 
Indications on the Prognosis of Caesarean Section. 
(Influence respective de la technique chirurgicale et 
de l’indication opératoire sur le pronostic de l’opération 
césarienne. ) 

By A. GINGLINGER. Rev. frang. Gynéc. Obstét., 
42, 233-235, July—Sept. 1947. 


144. Some Observations on the Length of the 
Cutaneous Incision in Transverse. Lower Segment 


(Quelques 


Caesarean Section with Exteriorization. 
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considérations sur la longueur de l’incision cutanée 
dans le césarienne basse transversale avec extériorisa- 
tion.) 

By E. Larticaup. Rev. frang. Gynéc. Obstét., 
42, 253-255, July-Sept. 1947. 


145. What are the Advantages of Exteriorization of 
the Uterus at Transverse Lower Segment Caesarean 
Section? (Quels sont les avantages de 1|’extériorisation 
de l’utérus faite d’emblée lors de l’exécution de la 
césarienne basse transversale? ) 

By R. KELLER. Rev. frang. Gynéc. Obstét., 42, 
225-232, July—Sept. 1947. 


146. Difference of Haemorrhagic Complications of 
Lower Segment Caesarean Section with Transverse and 
Longitudinal Incisions. (Différence des complica- 
tions hémorragiques de la section césarienne basse 
suivant incision transversale ou longtitudinale du 
segment. ) 

By P. Burcer. Rev. frang. Gynéc. Obstét., 42, 
256-258, July—Sept., 1947. 


GYNAECOLOGY 


General 
147. The Question of Pseudo-appendicitis in 
Gynaecology. (La cuestion de las falsas apendicitis 


en ginecologia. ) 
By M. Garrica Roca. Med, Clin., 9, 108-112, 
Aug., 1947. 9 refs. 


148. The Constitutional Type of Precocious Puberty. 

By A. M. Hain. J. clin. Endocrinol., 7, 171-185, 
Mar. 1947. 2 figs., 36 re‘s. 

The causes of precocious puberty are reviewed, 
and a series of 7 patients, 5 girls and 2 boys, with 
this condition is described. All these cases showed 
an increase of gonadotrophin in the urine equival- 
ent to an adult excretion, and in all there was some 
iucrease in the 17-ketosteroid output for their age 
group. The highest figure was 6 mg. in 24 
hours at the age of 61% years. In 2 cases a pregnane 
derivative was excreted in the urine, which is at 
present unidentified. The mechanism of the pro- 
duction of these manifestations is discussed. 

E. F. Scowen 


149. Clinical Features of Precocious Puberty with 
Special Reference to the Type due to Endocrine 
Influence. (Das Krankheitsbild der Pubertas praecox 
unter besonderer Berucksichtigung der endokrin 
bedingten Friihreife. ) 

By L. HErRoxp. Zbl. Gynik., 69, 55-62, 1947. 1 
fig., 30 refs. 


Disorders of Function 

150. Studies on MHypometabolism. II. Hypo- 
gonadism. A Nosological Unit in Young Women. [In 
English. ] 

By E. D. Bartets and P. Hjortu. Acta med. 
scand., 127, 313-341, Apr. 25, 1947. 2 figs., 15 refs. 
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During the German occupation of Norway a 
common finding among the population was loss of 
weight, but many doctors were impressed by the 
large number of young woman who complained of 
obesity and menstrual disturbance. It was noted 
that many had a low basal metabolic rate (B.M.R.) 
{a finding rare in obese patients in England and 
America]. The authors take the view that the con- 
dition was not, in fact, provoked by war conditions, 
but had hitherto been hidden under the various 
diagnoses made by the specialists to whom the 
patients presented themselves, the choice of 
specialist and therefore the choice of diagnosis 
depending on the main symptoms. Thus, in their 
view, cases have previously been labelled secondary 
amenorrhoea, adiposity, myxoedema, mental 
depression, cardiac neurosis, hypothalamic dis- 
order, and ‘‘ nuchal myosis ’’. 

Fifty cases are described. The story of each 
patient is approximately the same. A hitherto 
healthy young woman with normal menstruation 
begins to put on weight. At the same time the 
menses become scanty or cease, libido decreases, 
and various nervous symptoms are noted. The 
authors’ conclusions from their investigations are 
as follows: (1) That in a high proportion of their 
patients there was depression of ovarian function 
[the conclusion appears likely on clinical grounds, 
but the laboratory investigations, on which much 
stress is laid, are of no significance]. (2) That the 
B.M.R. is lowered. [ The figures given do not suggest 
that a lowered B.M.R. is an important part of the 
syndrome. The authors themselves stress, correctly, 
the absence of any correlation between adiposity 
and hypometabolism.] (3) That changes in hair 
growth are common—dryness, greasiness, falling of 
the hair, and splitting of the hair being present in 
over half the cases; these changes were not obvious 
on clinical examinations. (4) That nervous com- 
plaints occurred in almost every case, the common- 
est being tiredness, anxiety, and depression often 
associated with such autonomic signs and symptoms 
as acrocyanosis, hot flushes, and undue perspira- 
tion. The authors draw attention to the possibility 
that there is a central nervous origin of these 
symptoms and indeed of the whole syndrome. 

[Many of the signs and symptoms of this 
“syndrome ’’ are inconstant, and a few of the cases 
described seem to be ‘‘ dragged in’’ with some diffi- 
culty, but it would appear that two features are 
almost constant—increase in weight and depression 
or anxiety. The authors are not apparently aware 
of previous work on this association. The abstracter 
drew attention to it in 1946 (Postgrad. med. J., 22, 
169), and explained it on the basis of Verney’s work 
on the relation between emotion and water reten- 
tion. Verney and his associates (for references see 
the above paper) showed that in dogs, anxiety, 
probably by way of the hypothalamus, caused an 
increase in posterior pituitary secretion, with a 
consequent diminution of water excretion. Greene 
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suggested that the “‘ adiposity ’’ which he had 
observed as a system of anxiety was due largely to 
water retention and was o¢ similar causation. A re- 
examination of their patients by Bartels and Hjorth 
would probably suggest that ‘‘ hypogonadism ”’ 
is a title which stresses unduly a relatively 
unimportant and inconstant feature of the 
syndrome. They might also be inclined to revise 
their view that the occupation of Norway by the 
Germans had no influence on its incidence. ] 


Raymond Greene 


151. The Treatment of Amenorrhea in Young 
Women. 

By L. M. RANDALL. Amer. J. Obstet. Gynec., 53, 
453-458, Mar. 1947. 1 ref. 

This paper, from the Section of Obstetrics and 
Gynaecology, Mayo Clinic, deals with the pro- 
cedures employed in the treatment of a group of 87 
young women with amenorrhoea of 1 to 4 years’ 
duration. Cases where tumours were found are 
excluded. The nutritional state is important and is 
first investigated. Patients suffering from anorexia 
nervosa or functional anorexia are given a balanced 
ration rich in proteins and vitamins. An estimate 
of the calorie intake is made, and to this amount 300 
calories is added daily. After 5 or 6 days a further 
300 calories is added, this procedure being con- 
tinued until the intake is about 3,500 calories, after 
which the basal metabolic rate returns to normal 
and weight increases. Cyclic administration of 
oestrogens may then be started in an attempt to 
shorten the period of uterine atrophy usually occur- 
ring in these cases. When examination of the 
endometrium reveals hypoplasia it is advisable to 
begin cyclic administration of oestrogens for 2 or 
3 weeks in every 4. Diethylstilboestrol is generally 
used, given to the limit of tolerance. This form of 
treatment stimulates the uterus and endometrium 
and indirectly the pituitary body. By the addition 
of progesterone a more complete stimulation may 
be achieved. 

Thyroid extract is generally recognized as 
efficacious in the treatment of amenorrhoea in 
properly selected cases. It is important to determine 
the basal metabolic rate (B.M.R.) before beginning 
treatment. If the B.M.R. is —15 to — 20 per cent 
the patient is given gr. 3 or 4 (0.20-0.25 g.) of 
desiccated thyroid substance daily for 3 days, gr. 2 
(0.13 g.) for 3 days, and then 1 to gr. 1% (0.065- 
o.1 g.) daily. The B.M.R. is again estimated after 
the first week, after which it is usually possible to 
determine the maintenance dose, which may have 
to be continued indefinitely. Estimation of the 
B.M.R. from time to time is advisable. In the 
presence of a lowered B.M.R. other forms of 
substitutional treatment are ineffective. In some 
cases thyroid extract is the only treatment 
necessary. 

X-ray irradiation in small doses to the pituitary 
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or ovaries, or both, has been used saiely and 
effectively at the Mayo Clinic for 18 years, Such 
treatment is often successful in re-establishing the 
menses, but the effect is frequently only temporary 
and treatment has to be repeated. It is more 
successful in cases where amenorrhoea is due to 
pituitary failure. Extrinsic gonadotrophins, though 
they have a place in the treatment of amenorrhoea, 
were little used in this series. 

In 17 of the 87 patients there was ovarian 
dysfunction; in 36 there was evidence of pituitary 
failure; 26 responded to treatment. Fifteen had 
anorexia nervosa; 8 were cured. Nineteen had 
primary amenorrhoea; in 3 of these menstruation 
started after treatment. 

T. C. Clave 


152. Resection of the Presacral Nerve. [In English. ] 

By M. INGERSLEV. Acta obstet. gynec. scand., 
27, 17-32, 1947. 7 refs. 

Brief mention is made of the earlier work of 
Jaboulay, Leriche, and Cotte in introducing this 
paper. The author then describes the results 
obtained in 34 cases treated by presacral neur- 
ectomy at Bispebjerg Hospital. 

Most of the 9 patients with spasmodic dys- 
menorrhoea in this series had been treated for a 
long time by various medical means and by 
dilatation of the cervix. Six patients were 
symptomless 2 to 5 years after presacral neur- 
ectomy and 2 were improved. Seventeen were 
operated on for symptoms attributed to ‘‘ cystic 
degeneration of the ovaries ’’. Presacral neurectomy 
and also appendicectomy and ignipuncture were 
carried out. One patient alone was cured for 5 years, 
and 4 others were temporarily relieved. The third 
group consisted of 12 patients who suffered from 
chronic pelvic pain, often severe enough to make 
them incapable of work. Laparotomy usually 
revealed only a minor pelvic lesion. Sym- 
pathectomy was combined with various other 
procedures, appendicectomy in all, ventro- 
suspension in 2, and salpingo-odphorectomy and 
odphorectomy in 4 others. Results were not good; 
5 patients were without pain for between 9 months 
and 2% years, but subsequently relapsed. One of 
the patients relieved had a chronically infected 
Fallopian tube removed. 

Reasons for these disappointing results are 
discussed. Selection of unsuitable cases played a 
part; it is hoped to banish this source of error by 
trying the effect of 1 per cent procaine, injected 
into the lower part of the lumbar sympathetic 
before operation. Another reason for failure is that 
many operations were carried out by house officers 
who removed only ‘‘ some few nerve fibres ’’. Post- 
operative complications were few, there being one 
case of pneumonia. Catheterization was necessary 
in only 3 cases. Sexual conditions were unchanged 
by removal of the presacral nerve. 

Braithwaite Rickford 


153. Curve of Urinary Elimination of Follicular 
Hormone Administered Parenterally. (Curva di 
eliminazione urinaria dell’ormone follicolare sommini- 
strato per via parenterale.) 

By R. Canpino. Arch. Ostet. Ginec., 52, 50-63, 
Jan.—Feb. 1947. 2 figs., 19 refs. 

In order to assess the functional capacity of the 
female gonads in relation to oestrogenic hormones, 
the author investigated the urinary oestriol after 
administration of oestrogens by parenteral injec- 
tion. It is generally agreed that the whole of the 
oestrogen administered in this way is eliminated in 
the urine as oestriol. ~ 

The oestrogen employed was ‘‘ progynon B. 
oleosum ’’ (in ampoules of 10,000 i.u. of oestradiol 
benzoate). The test does not offer particular diffi- 
culty or danger to the patients. The 10 subjects 
were unmarried women between the ages of 18 and 
27 years; 5 had a normal menstrual cycle, the 
remaining 5 having some form of menstrual 
dysfunction. The intramuscular injection of 20,000 
i.u. was given between the eighth and the tenth 
days from the end of the menstrual period. Speci- 
mens of urine over a period of 24 hours before 
injection and specimens obtained 12, 24, 36, 48, 60, 
and 72 hours after the injection were collected, and 
the oestriol was quantitatively estimated. 

The results in the group of women with a normal 
menstrual cycle show that the variation in the 
urinary concentration of oestriol after the injection 
of oestrogens is much the same in all the subjects, 
though with notable individual differences. The 
shape of the curves is therefore uniform, although 
it is not possible to superimpose one on another. A 
peak was reached (constantly above 2,500 units per 
litre) in 12 hours aiter injection, and the curve then 
dropped slowly to reach pre-injection level after 72 
hours. In the second group, after the twelfth hour 
the concentration of oestriol decreased or oscillated 
in various ways: subsequently the level rose again 
to a variable extent. The oestriol retention after the 
first 12 hours is probably due to a state of deficiency 
of the oestrogenic hormone. The altered behaviour 
of the curve in the succeeding hourly estimation has 
not been explained. However, from the results 
obtained it can be assumed that it is possible to 
investigate the follicular function of women in the 
menstrual cycle by this method. Each variation in 
behaviour of the curve indicates the likelihood of 
of functional follicular irregularity. The method 
represents a useful diagnostic aid, and can be used 
to reveal a condition of follicular deficiency, thereby 
providing a basis for therapy. 

Rina Saunders 


154. The Effects of Penicillin Administration on 
Menstrual and Other Sexual Cycle Functions. 

By A. E. W. McLacuian and D. D. Brown. 
Brit. J. vener. Dis., 23, 1-10, Mar. 1947. 26 figs., 
5 refs. 
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This paper makes a welcome assessment of physio- 
logical disturbances occurring in the female during 
penicillin treatment for venereal disease. 

One healthy volunteer and 2 patients with tricho- 
monas vaginitis were given 5 three-hourly injections 
of 30,000 units of commercial penicillin; all 
subsequently showed some menstrual disturbance. 
After this observation, 216 non-pregnant women 
(106 of whom received 2,400,000 units and the 
remainder 300,000 units or less), 32 pregnant 
women, and 16 others treated during the puerper- 
ium were observed for 4 consecutive monthly 
periods after the drug had been administered. 

Of the 216 non-pregnant women 188 (91.3 per 
cent) showed some change in the menstrual cycle: 
57-3 per cent for 1 menstrual period, 21.4 per cent 
for 2 periods, 5.8 per cent for 3, and 6.8 per cent for 
4. The cycle was lengthened in 27.2 per cent, 
shortened in 32.7 per cent, and unaffected in 40.1 
per cent. Menstrual loss was increased in 56.1 per 
cent, decreased in 2.5 per cent, and unaltered in 
41.4 per cent. The duration of menstrual flow was 
lengthened in 44.5 per cent, shortened in 11.7 per 
cent, and unchanged in 43.8 per cent. Approxim- 
ately one-third developed dysmenorrhoea but 10 
per cent who had previously suffered from this were 
temporarily relieved. Eight patients, 6 of whom 
received 2,400,000 units, had mittelschmerz. Efforts 
to relate these effects to the time in the menstrual 
cycle when the penicillin was given were a failure; 
when sequelae did occur the same individual 
pattern was followed if the penicillin was repeated. 

Eight patients suffering from physiological 
amenorrhoea of 2 to 6 months’ duration without 
demonstrable cause menstruated after treatment 
with penicillin. Two menopausal patients who had 
suffered from amenorrhoea for 3 and 9 months 
respectively experienced some temporary uterine 
bleeding. Of 32 pregnant patients, 20 receiving 
2,400,000 units and 12 only 300,000 units or less, 
12 experienced uterine cramps and 3 had bleeding 
in addition. The cramps usually occurred on the 
first day and labour ensued in 5 patients. Three of 
these were between the seventh and ninth month of 
gestation; in 2 the foetus was dead. The remaining 
2 labours took place at term. Of 16 patients treated 
in the puerperium, 12 with large and 4 with small 
amounts of penicillin, 4 had increased and 8 
diminished lochial discharge while under treatment. 
Lactation diminished in 9 and ceased in 3. 

It is suggested that these effects are due to 
impurities in the penicillin. With more recent 
batches of penicillin they have diminished in 
frequency despite increased dosage. In 2 patients 
treated recently with pure penicillin there were no 


such sequelae. R. R. Willcox 


155. Study of the Ovary, the Endometrium and 
Menstrual Anomalies. (Estudios sobre el ovario, el 
endometrio y las anomalias menstruales.) 

By P. A. Gomez HERRERA and J. M. Bepoya 
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GONZALEZ. Rev. esp. Obstet. Ginec., 5, 233-236, 
Oct. 1946. 2 figs. 

In a series of cases of menstrual disturbance the 
authors have correlated the clinical findings with 
the pathological state of the ovary and endomet- 
rium, and, without going into details of technique, 
report and discuss their results. Their 57 cases are 
divided into 3 groups. 

(a) Defective menstruation (amenorrhoea, oligo- 
menorrhoea, and hypomenorrhoea), 7 cases. In 
this group, in addition to the classical cases due to 
hormonal deficiency, are some thought to be the 
result of excess of oestrogen and progesterone. In 
the cases'due to excess of oestrogen a proliferative 
or hyperplastic endometrium fails to bleed as a 
sudden fall of oestrogens is lacking. The amenor- 
rhoea is usually short, but has been observed to 
last-a year. Corpora lutea are absent, but 
oestrogens are steadily produced. The explanation 
of the cases due to excessive progesterone is more 
uncertain, and some authors do not believe in the 
existence of persistent corpora lutea apart from 
pregnancy. There were 7 cases in this group, and all 
except 2 were operated on in the second half of 
the cycle. In 4 the endometrium was proliferating 
normally, in 2 it was in a secretory phase, and in 1 
it was moderately hyperplastic with secretory 
change. The ovaries in 2 cases showed atretic 
follicles and fibrothecal masses, and in the other 5 
single or multiple follicular cysts. In the 3 cases 
with secretory change active corpora lutea were 
found. 

(b) Menorrhagia, 28 cases. The endometrium in 
14 cases showed a definite hyperplasia. In 9g it was 
in a normal proliferative state, but in 3 of these 
there was evidence of tuberculosis. In only 4 was 
there a complete secretory phase and in 1 an 
incomplete phase. The ovaries in 16 cases showed 
multiple follicular cysts, in 4 cases a luteinized 
follicular cyst together with other follicular cysts, 
in 3 cases numerous atretic follicles together with 
fibrothecal masses, in 4 cases an active corpus 
luteum together with follicular cysts, and in 1 case 
a large haematoma with lutein cells in its wall. 


(c) Metrorrhagia, 22 cases. The endometrium in 
16 cases showed definite hyperplasia; in 1 of these 
a polypoidal endometrium with cysto-glandular 
changes was associated with normally proliferating 
endometrium; in 5 cases there was a proliferative 
phase, and in 1 case an atrophic endometrium. In 
no case was there a secretory phase. The ovaries 
showed in Io cases multiple cystic follicles, in 3 a 
luteinized follicular cyst together with other cystic 
follicles, in 4 cases only atretic follicles, some being 
cystic, together with fibrothecal masses, in 2 cases 
a recent corpus luteum together with follicular 
cysts, in 2 a haematoma of the corpus luteum in 
polycystic ovaries, and in 1 case a thecal-celled 
tumour. 


Bryan Williams 





IIo 


156. X-ray Irradiation to Promote Ovulation. 

By J. O. Haman. West. J. Surg., 55, 107-113, 
Feb. 1947. 3 figs., 10 refs. 

Since the introduction of X-ray irradiation of 
pituitary and ovaries to treat secondary amenor- 
rhoea by van de Velde in 1914 enthusiastic advocacy 
of the method has vied with hearty condemnation. 
The main objections were: (1) possible harm, such 
as production 0: permanent amenorrhoea; (2) pro- 
duction in many animals of abnormalities in the 
second and third generations by X-ray treatment. 
A search of the literature has not disclosed harm to 
patient or offspring from properly used low-voltage 
irradiation. The author therefore contends that the 
above objections are speculative. 

Treatment should be preceded by pelvic examina- 
tion and a pregnancy diagnosis test unless the 
patient had menstruated in the preceding 2 weeks. 
Basal body temperature records should show lack 
ovulation. The mechanism of the therapy is not 
understood. No cytological changes have been 
shown in the ovary or pituitary. The first 11 cases 
treated by the author received X-rays by the 
Edeiken technique—that is, 135 kV, 5 mA, at 40 
cm. distance with 6 mm. of aluminium filtration 
through an anterior pelvic field of 20x20 cm., a 
similar dosage being given to the pituitary 
simultaneously through a portal of 3 x 3 cm. The 
remaining patients were treated alternately with a 
slight modification. 

Treatment resulted in restoration of normal 
menstruation, as shown by basal body temperature 
curves and/or biopsy in 71 per cent of 32 cases of 
secondary amenorrhoea. The percentage of cures 
was inversely proportional to the length of 
amenorrhoea, the average in the series being 6 
months. Pregnancy followed in 12 women out of 18 
who complained of sterility and amenorrhoea; all 
the offspring were normal. The author concludes 
that X-ray irradiation appears to be the most 
effective and economical treatment of secondary 
amenorrhoea with its accompanying sterility. 

In the discussion of the paper Rubin reported 
similar experience of his own and of Kaplan. 
Oligomenorrhoea and amenorrhoea suggested 
lowered fertility, and statistical study of 1,000 
cases with these symptoms showed 4 to 6 per cent 
of spontaneous pregnancies. He stressed the impor- 
tance of ensuring that the patient was not pregnant 
before treatment, and stated that irradiation of 
a pregnant uterus in the early weeks of gestation 
results in production of a monstrosity in go per cent 
of cases. He quoted the work of Frank on some 150 
to 200 cases in which he used X-ray therapy to 
induce abortion, in every case with a successful 
result. C. W. Kimbell 


157. Menorrhagia Associated with Irregular Shed- 
ding of the Endometrium. A Clinical and Experimental 
Study. 

By E.G. Hotmstrom. Amer. J. Obstet. Gynec., 
53, 727-748, May 1947. 21 figs., 24 refs. 
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The literature on ‘‘irregular shedding’’ is 
reviewed. This condition has been referred to as 
‘* delayed shedding of the endometrium ’’. Several 
investigators do not regard it as a separate clinico- 
pathological entity. A brief account of the normal 
histology of menstruation is given, and it is pointed 
out that shedding of the endometrium is completed 
by the second or third day, regeneration of surface 
epithelium beginning at once and being complete by 
the fifth day. The diagnosis of the pathological 
condition described in this paper is based on the 
findings of progestational endometrium in curet- 
tings taken on the fifth day of menstrual bleeding 
in a case of functional menorrhagia. 

Uterine curettage was carried out in 242 cases 
during 3 years, and of these, 22 cases were said to 
show irregular shedding of the endometrium. Eleven 
patients were in the third decade of life, 8 in the 
fourth decade, and the remaining 3 over 40 years 
old. Twenty patients were parous and 2 nulliparous 
[the degree of parity is not given in detail ]. Bleeding 
in 70 per cent of the cases lasted for 10 to 15 days; 
only 1 patient bled for longer than 15 days. The 
length of the menstrual cycle was less than 25 days 
in 4 cases, 25 to 30 days in 11 cases, and over 30 
days in 7 cases. Three cases are described in detail. 
In the first, delayed shedding was observed in two 
pre-operative endometrial biopsies, and at opera- 
tion (subtotal hysterectomy and removal of left 
ovarian cyst—a cystic follicle) the same condition 
was found with scattered areas of adenomyosis in 
the uterine wall. The second patient was dealt with 
in the same way except that between a second 
biopsy and hysterectomy she was given 10,000 units 
of oestrogenic hormone in oil daily for 9 days; this, 
however, failed to have any effect on the onset or 
extent of the bleeding. In case 3, curettage was 
performed twice before hysterectomy was under- 
taken. In all these cases the clinical history was 
one of regularly occurring menorrhagia following a 
pregnancy, before which menstruation had been 
normal; and in all of them curettage had no effect 
on symptoms. Five more cases are described in 
brief; photomicrographs of the endometrium 
obtained on the fifth day of loss show retention of 
secretory epithelium. 

The author discusses the aetiology of the condi- 
tion and obvious pathological lesions such as polypi, 
submucous myomata, and_ subinvolution are 
mentioned. A group of cases remains in which 
there must be either a prolongation of the effect of 
progesterone or an interference with the normal 
mechanism of shedding in the endometrium itself. 
Four cases are described in which an attempt was 
made to produce the disease by administration of 
progesterone; 20 mg. of progesterone in oil daily 
during the bleeding reproduced the disease, and 10 
mg. of progesterone in oil daily in the premenstrual 
phase delayed the onset of the bleeding, while 20 
mg. daily in the premenstrual phase postponed it 
indefinitely. The authors found no benefit from 
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repeated curettage and have had recourse to 
hysterectomy in the younger patients and irradia- 
tion sterilization in the menopausal cases. Hormone 
therapy has not yet been fully tried out. 

Hugh R. Arthur 


158. Preliminary Clinical Report on a New Synthetic 
Estrogen Meprane. 

By S. H. Stureis. Amer. J. Obstet. Gynec., 53, 
678-681, Apr. 1947. 1 ref. 

The clinical effect, therapeutic dose, oestro- 
genic potency, and toxicity of the synthetic 
oestrogen ‘‘ meprane’’ 3,4-bis-(m-methyl-p-pro- 
pionoxyphenyl) in patients with the menopausal 
syndrome are reported. The author selected 34 
consecutive patients who complained of typical 
menopausal symptoms after excision of both 
ovaries; he thus avoided confusion due to residual 
ovarian function. The interval from the castration 
operation until treatment began varied irom less 
than 3 months (15) to 5 to 9 years (3). The age 
incidence varied from 25 to 29 years (4) to 55 to 59 
years (1). The majority (23) were between 40 and 
54 years. A control vaginal smear was examined. 

An initial dose of 3 mg. daily of meprane was 
prescribed for 4 weeks. Apart from a small dose of 
phenobarbitone given to 2 patients other drugs were 
not used. On the patient’s second visit another 
smear was taken and the clinical effect of the 
previous dose evaluated. If symptoms were almost 
relieved a daily 2-mg. maintenance dose was pre- 
scribed for the second month after a to-day interval 
without medication. If the initial dose had given 
only partial relief 6 mg. daily was given for a 
shorter period of 2 weeks. The drug gave effective 
relief in 30 of the 34 patients. It was later con- 
sidered that the remaining 4 patients should never 
have been selected for oestrogen therapy. For the 
menopausal syndrome 2 to 3 mg. daily was the 
optimum dose. Meprane appeared to be remark- 
ably free from toxic reactions in doses of up to 6 
mg. daily for 2 weeks. 

Anthony W. Purdie 


159. Haemorrhagic Glandulocystic Hypertrophy 
Provoked by Implantation of 100 mg. of Folliculin. 
(Syndrome hémorragique d’H.-G.-K. provoqué par 
implantation de roo mgr. de folliculine.) 

By R. Boure and R. V. DriesscHeE. Brux. méd., 
27, 879-888, Apr. 20, 1947. 12 refs. 

Natural and synthetic oestrogens are in common 
use for the relief of menopausal symptoms. They 
are generally administered either orally or 
parenterally. An attempt to treat these symptoms 
by the implantation of a compressed tablet of 100 
mg. of diethylstilboestrol is described. Three types 
of patient were subjected to such an implantation : 
(1) those who had had a bilateral o6phorectomy 
with conservation of the uterus; (2) those who had 
severe menopausal symptoms; (3) those who were 
past the menopause but had developed kraurosis 
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vulvae. The compressed tablet was implanted 
either under the sheath of the rectus abdominis or 
in the subcutaneous tissue of the thigh, outside the 
fascia lata. In all cases (32 patients) there were no 
signs of local irritation at any time. Between the 
tenth and fifteenth day after implantation the 
‘“ signs of the tablet ’’ occurred—a feeling of tired- 
ness being associated with lumbar pain, heavy feel- 
ing in the lower abdomen, and tense breasts. Two 
to 3 months later a vaginal discharge appeared, 
mucous at first but later blood-stained and finally 
frankly haemorrhagic. Uterine curettage (7 
patients) showed ‘“‘ glandulo-cystic hypertrophy ’’. 
Administration of progesterone and of testosterone 
did not control the uterine haemorrhage, and the 
implanted tablet had to be removed in all cases, 
despite the amelioration of the original symptoms 
(which then gradually returned). The author con- 
cludes that it is not practicable to use implantation 
of oestrogens as a form of therapy. 
Nicolas Tereshchenko 


160. Radium Therapy of Menopausal Uterine 
Bleeding. (La radiumterapia nelle metrorragie del 
climaterio. ) 

By F. Cratinz. Riv. ital. Ginec., 29, 163-258, 
1946. 2 figs., bibliography. 

The author describes his experience of the use of 
radium for menopausal haemorrhage in 139 cases 
collected between the years 1939 and 1944, and 
gives a review of the very large literature on the 
subject. His patients were aged 41 to 55; 10 per 
cent were nulliparae. The most common histological 
lesion was a cystic glandular hyperplasia of the 
endometrium. The radium was contained in tubes 
with a filter of 1 mm. of platinum. Tubes con- 
tained 10 or 20 mg. of radium element. The dose 
varied between 3,000 and 4,000 mg. hours. 

The results of the follow-up of 137 out of the 139 
cases are given. The radium application had a 
satisfactory haemostatic effect in all cases, though 
in I patient it was necessary to give a second dose of 
radium 25 months after the first. Of the series, 8.8 
per cent had 1 loss of blood after treatment, 3.7 
per cent had 2, and 2.9 per cent had 3 or more up 
to a maximum of 5. Menopausal disturbances were 
experienced by 83.9 per cent of patients. Other 
symptoms complained of included a watery or 
mucoid vaginal discharge, hypogastric pain, and 
transient bladder symptoms. The author claims 
that his results are good, with minimal morbidity 
and no mortality, and compare very favourably 
with those of other methods of treatment of meno- 
pausal haemorrhage. He discusses the various 
methods of medical treatment—hormonal, vitamin, 
and others. He also describes physical methods 
designed to destroy the endometrium, such as 
diathermy coagulation, atomization, and the use of 
caustic chemicals. He concludes that these methods 
are often ineffective and carry a danger of infection 
which may spread outside the pelvic organs. With 
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operative methods a longer stay in hospital is 
necessary and mortality and morbidity are higher. 

Discussing radiotherapy, the author deals first 
with the induction of an artificial menopause by 
means of X-rays. Amenorrhoea is almost invariably 
induced by this means. Mortality is negligible, 
although a case report exists of a patient who died 
of embolism while undergoing X-ray treatment. 
Many patients complained of menopausal symp- 
toms which seemed to be intermediate in severity 
between those of bilateral o6phorectomy and those 
o. the natural menopause. 

The technique of application of radium to create 
an artificial menopause is also described. Screenage 
consists of 1 mm. of platinum, 1 to 2 mm, of lead 
or gold, or 2.3 mm. of silver or other metals. Rubber 
is superimposed to eliminate secondary irradiation. 
Dosage used by individual authors varies greatly, 
from 300 mg. hours to 4,000 mg. hours. The aver- 
age dose seems to be about 2,000 mg. hours. It 
may be increased if the uterus is bulky. The 
radium should remain in situ 24 to 48, or at the 
most 72, hours. The chief contra-indication is active 
inflammation in the pelvic organs. Mortality is 
negligible (about 0.1 per cent). The author reviews 
literature dealing with the results and complications 
of the radium menopause. The author concludes 
that the risk of its predisposing to uterine carcinoma 
is slight and that radiotherapy may even prevent 
carcinoma of the cervix by causing the disappear- 
ance of cervical erosions. Very few observations 
exist on carcinoma of the ovaries following radium 
treatment. It is considered that practical experience 
of the method has justified its use and proved its 
value. 

Josephine Barnes 


161. A Preliminary Evaluation of Dienestrol in the 
Menopause. 

By R. S. FINKLER and S. BECKER. Amer. J. 
Obstet. Gynec., 53, 513-519, Mar. 1947. 4 figs., 14 
refs. 

Dienoestrol in doses of from 0.2 to 1.5 mg. daily 
was administered to 73 patients who complained of 
menopausal symptoms. The majority of these 
women (58.9 per cent) had undergone a spontaneous 
menopause; in others it had followed hysterectomy, 
castration, or irradiation. Dosage was assessed by 
the relief of symptoms, and was checked by vaginal 
smear. Symptoms were relieved in 99.5 per cent. 
The remainder of the patients were suffering, in 
addition, from intercurrent disease (mental depres- 
sion, alopecia areata, or psychoneurosis). Some 
patients had previously received other oestrogenic 
therapy without benefit. Only 2 of them suffered 
from withdrawal bleeding, and in both it was mild. 
Three patients complained of nausea. After 
initial relief of symptoms the maintenance dose of 
0.3 mg. was usually sufficient—the drug being 
gradually discontinued later. 

D. M. Stern 
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162. Clinical Application of the Sex Hormones in 
Gynecology. 
By H. H. Tuomas. J. med. Ass. Alabama, 17, 


- 134-136, Oct. 1947. 8 refs. 


163. The Practical of Hormone 
Therapy in Gynaecology. 

By P. M. F. BisHop. Canad. med. Ass. J., 57, 
353-357, Oct. 1947. 1 fig. 

164. Hormone Therapy in Gynaecology. (Hormon- 
therapie in der Gynikologie.) 

By R. WENNER. Schweiz. med. Wschr., 77, 
1075-1078, Oct. 4, 1947. 3 figs. 

165. Recent Observations on the Diagnosis and 
Treatment of Menstrual Disturbances of an Endocrine 
Nature. (Aquisigdes recentes sObre o diagndstico e 
tratamento dos disttrbios menstruais de natureza 
endocrina. ) 

By A. Z. FLost. Bol. Sanat. S. Lucas., 9, 19-23, 
Aug. 1947. 

166. Prostigmin in Amenorrhoea Observed during 
Anti-syphilitic Treatment. (Prostigmine dans les 
amenorrhées observées au cours du traitement anti- 
syphilitique (reflexions sur le test de non-grossesse de 
Soskin) .) 

By L. Marceron. Sem. Hop., Paris, 23, 2310- 
2311, Oct. 14, 1947. 7 refs. 


Applications 


167. Simultaneous Use of Female Sex Hormones 
and Emmenagogues in Menstrual Disturbances. 
(Gleichzeitige Verwendung von weiblichen Sexual- 
hormonen und Emmenagogen bei Menstruations- 
storungen.) 

By G. Krese. Wien. med. Wschr., 97, 451-453, 
Oct. 18, 1947. 9 refs. 

168. Therapeutic Effect of Diethylstilboestrol in 
Aqueous Suspension. (Communicacidn sobre la 
accion terapéutica del dietilestilbestrol en suspension 
acuosa.) 

By W. Kock and E. Acuayo. Bol. Soc. Chil. 
Obstet. Ginec., 12, 49-54, May 1947. 7 refs. 


169. Presacral Neurectomy in Treatment of 
Primary Dysmenorrhea. 

By L. Patrice... Northwest. Med., 46, 677- 
680, Sept. 1947. 5 refs. 

170. Treatment of Functional Uterine Haemorrhage. 
(Traitement des hémorragies utérines fonctionnelles.) 

By J. Gricnon. Union méd. Canada, 76, 1067- 
1070, Sept. 1947. 6 refs. 

171. Uterine Haemorrhage due to Gynecological 
Infections and Benign Tumours. (Les hémorragies 
utérines par infection et tumeurs bénignes d’ordre 
gynécologique. ) 

By G. GauTHIER. Union méd. Canada, 76, 1062- 
1066, Sept. 1947. 6 refs. 


172. Intraperitoneal Haemorrhage of Ovarian 
Origin. (Hemorragias intraperitoneales de origen 
ovarico.) 


By D. Lozano. Rev. Asoc. méd. argent., 61, 
629-632, Aug. 30, 1947. 28 refs. 
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173. Uterine Retroversion and Retroflexion in 
Relation to Sterility. (Retroversione e retroflessione 
uterina in rapporto con la sterilita.) 

By T. NosILe and V. SvRLJuGA. Ginecologia, 
Torino, 13, 159-181, Apr. 1947. 47 refs. 

Hysteropexy was performed on 100 patients 
selected from a large number with uterine retro- 
version and retroflexion. The investigation was 
completed in 47 cases only, the remainder not being 
traced. Although this is not a large series the 
results obtained are promising enough to give a 
useful estimate of the importance of uterine retro- 
version as a cause of morbidity and sterility, the 
latter being the main reason for operation. 

The husband’s semen was examined, and a full 
gynaecological examination of the woman, includ- 
ing salpingography when necessary, was carried 
out. Pain, menorrhagia, and leucorrhoea were 
complained of by 54 per cent of patients. More 
often dysmenorrhoea was reported. In severe 
uterine retroversion disturbances of micturition 
were frequent. Constipation was common in all 
cases. There were no symptoms, except for sterility, 
in 30 per cent of patients. Five women had 
unilateral tubal occlusion and uterine retroversion; 
in these, hysteropexy was attempted and although 
the position was corrected pregnancy did not ensue 
in these patients. Uterine retroversion is not always 
a cause of primary sterility, but the author con- 
siders that displacement of the uterus lessens the 
chance of the semen finding its way into the cervix. 
Uterine retroversion was the cause of secondary 
sterility in 17 per cent of the patients. Eight 
women had been pregnant before and became sterile 
without an ascertainable cause. In Piedmont, where 
women are often engaged in heavy work, uterine 
retroversion is frequently found after pregnancy; 
this is due to the fact that they resume their 
activities before involution is completed and the 
ligaments have regained their normal tone. Miotti 
found retroversion and subsequent secondary 
sterility in 33 per cent of women engaged in such 
occupations. The patients treated had been sterile 
for periods of from 2 to 6 years. In 1 case after 16 
years’ sterility hysteropexy was followed by 
pregnancy. 

The mechanism of the production of sterility in 
uterine retroversion is not known. The biological 
modification in the tissues may be a cause or a 
result of the retroversion. The organs often return 
to normal after operation and, with the relief of 
circulatory stasis or pressure, the cells of the 
uterus, endometrium, tubes, and ovaries regain 
their physiological powers. This process is not 
always rapid and delay in pregnancy must be 
expected; sometimes the retroversion has caused 
such severe damage and permanent congestion that 
surgical replacement cannot bring the tissues back 
to normal. 

In general, the results were very satisfactory. 
Fourteen women (30 per cent) had a successful 
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pregnancy; another was pregnant at the time of the 
report; 4 had abortions because of uterine hypo- 
plasia. Follow-up demonstrated that the correction 
was permanent, even after confinement. Recurrent 
retroversion of the uterus was uncommon; only one 
case was reported after delivery. Hysteropexy was 
performed by Cova’s method, the uterus being 
straightened into an almost physiological position, 
thus permitting normal development if pregnancy 
occurred. The prevesical peritoneum is allowed an 
exceptional mobility and for this reason the uterus 
returns to normal after confinement. 
Rina Saunders 


174. Possibility of Specific Inhibition of Human 
Testicular Mucinase by Female Blood Serum in Rela- 
tion to some Cases of Sterility. (Sulla possibilita della 
specifica inibizione della mesomucinasi_testicolare 
umana per effetto del siero di sangue di donna in 
rapporto ad alcuni casi di sterilita.) 

By G. Favirytt and M. CAmpant. 
Ginec., 29, 259-266, 1946. 14 refs. 

Observations are quoted on the testicular 
mucinolytic enzyme, mesomucinase, and its import- 
ance in relation to sterility. Mesomucinase must be 
present in adequate quantity for fertilization to take 
place. It is possible to produce an anti-meso- 
mucinase, and it is suggested that such a body may 
be present in the serum of the woman and that 
sterility may result from inhibition of testicular 
mesomucinase. The authors studied 30 sera, 18 
from women and 12 from men. Human testicular 
mesomucinase was obtained from the testicles of 
male cadavers. A solution of glycoprotein was 
prepared from umbilical cords. The amount of 
mucinolysis was estimated by viscosity tests on the 
glycoprotein solution. It was found that the sera 
of men and women inhibited the glycolytic activity 
of testicular mesomucinase to about an equal 
degree. 

The authors suggest that in certain cases of 
sterility there may be a deficiency of testicular 
mesomucinase, combined with the presence in the 
female genital tract of specific antibodies against 
this enzyme. 


Riv. ital. 


Josephine Barnes 


175. Seminal Fluid Acid Phosphatase in Sterility. 

By G. E. Detroy. Brit. med. J., 1, 566-567, 
Apr. 26, 1947. 9 refs. 

The presence of large quantities of acid phos- 
phatase in seminal fluid and in malignant tumours 
of the prostate gland raises the question of the 
function of this enzyme. The hypothesis on which 
this investigation is based is that this enzyme is 
concerned with the motility of spermatozoa. This 
is supported by the fact that acid phosphatase is 
not present in the prostate gland before puberty, 
although it appears in the rhesus monkey after 
injection of testosterone. 

The acid phosphatase content of the semen of 36 
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patients, who attended hospital for advice because 
of sterile marriages was measured and correlated 
with the pH volume, abundance, motility, and mor- 
phology of the spermatozoa. The phosphatase was 
estimated by the method described in a previous 
article, no serious diminution in enzyme content 
within 48 hours of collection being noted. There 
was no relation between the acid phosphatase 
content of the seminal fluid and either the motility 
or the abundance of the spermatozoa, nor was there 
evidence that acid phosphatase was constantly low 
in male sterility. 

The author is unable to confirm Gutman and 
Gutman’s hypothesis that acid phosphatase is 
responsible for spermatozoal motility. He notes 
that MacLeod states that the metabolism of human 
spermatozoa is almost entirely glycolytic, that 
Mann found that d-fructose was the reducing sugar 
present in seminal fluid, and that the acid phos- 
phatase supplied the readily glycolyzable fluid. 
Lundquist concluded that phosphatase _ split 
phosphorylcholine into choline and _ inorganic 
phosphate. Lardy and Philips showed that in stored 
seminal fluid there is an increase in ester phosphorus 
at the expense of lipoid phosphorus and suggested 
that the fatty acid produced is then oxidized to 
provide energy for spermatozoal motility. The 
author was unable to demonstrate the presence of 
lecithinase in samples of seminal fluid. He con- 
cludes that the function of acid phosphatase is still 
unknown. 


J. Semple 


176. A Rapid Supra-vital Staining Method for 
Assessing the Viability of Human Spermatozoa. 

By A. C. Crooke and A. M. Manni. Nature, 
Lond., 159, 749, May 31, 1947. 1 ref. 

The authors describe a method of assessing 
viability of human spermatozoa, based on that to 
be published by Emmens. Four or 5 drops of 
seminal fluid are well mixed with 1 drop of the 
supravital stain (50 ml. distilled water+1 g. 
‘ revector soluble blue 706’’ +1.5 g. glucose + 0.1 
g. sodium chloride+0.3 g. disodium hydrogen 
phosphate, hydrated +.0.005 g. potassium dihydro- 
gen phosphate, anhydrous; the solution must be 
freshly prepared or made up in 1 ml. ampoules and 
autoclaved). The mixture is left for 2 to 3 minutes. 
The spermatozoa remain motile in this stain as long 
as they do in seminal fluid. A smear made from one 
drop of the mixture is dried in air and fixed in 
alcoholic mercuric chloride (half volume of 
saturated HgCl, in distilled water + half volume of 
absolute alcohol) for 15 to 20 seconds, dipped into 
alcoholic iodine (90 per cent alcohol containing 
enough iodine in potassium iodide to make a straw- 
coloured solution) and then into go per cent alcohol 
and allowed to dry. It is counterstained with 1 per 
cent neutral red in distilled water for 15 to 30 
seconds and differentiated carefully in 90 per cent 
alcohol. The smear may then be examined directly 
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by oil immersion or passed through absolute 
alcohol and mounted in Canada balsam. 

The nuclei of dead spermatozoa stain blue or 
purple, while those of living spermatozoa are clear 
red. 

Peter C. Williams 


177. The Effect of Roentgen Rays and Exposure to 
Radium on Fertility. 

By C. E. DuNntap. Hum. Fertil., 12, 33-39, June, 
1947. Bibliography. 

178. The Treatment of Sterility in the Female. 

By L. J. GLoser. Sth. med. J., 40, 865-868, 
Oct. 1947. 

179. Diagnostic Procedures in the Investigation of 
Sterility in the Female: Evaluation of their Clinical 
Importance. 

By I.C. Rupin. Bull. N.Y. Acad. Med., 23, 519- 
532, Sept. 1947. I ref. 

180, Three Cases of Sterility Cured by Plastic 
Operation on the Tubes. (Sobre tres casos de estere- 
lidade curados com plastica das trompas. ) 

By L. M. Macnano. Fev. Ginec. Obstet., 2, 624 
626, Aug. 1947. : 


Infections of the Reproductive Organs. 


181. A New Method of Transvaginal Dehydration 
and Decongestion of Chronic Utero-salpingo-ovarian 
Inflammatory Masses. (Nouvelle méthode thérapeu- 
tique pour provoquer a travers la muqueuse vaginale 
une déshydration trés intense et une décongestion des 
infiltrations phlegmoneuses chroniques utéro-salpingo- 
ovariennes. ) 

By D. THeoprripes. Brux. méd., 27, 1153-1156, 
May 25, 1947. 1 fig. 

A new method of treatment of chronic inflam- 
matory conditions inside the pelvis by means of 
dehydrating vaginal tampons is described. The 
author considers that this treatment is suitable 
only in chronic inflammations and should never be 
used in acute or subacute conditions. The prepara- 
tion of the tampons is described. Wide-meshed 
gauze, 20 to 25 cm., is spread in an enamel basin; 
30 to 35 g. of crystalline sodium sulphate (Na,So, 
+10H,O must be used, and not anhydrous sodium 
sulphate) is mixed on the gauze with liquid paraffin 
until a thick paste is formed. This paste is wrapped 
in the gauze, so that a tampon 7 to 8 cm. long is 
formed, which is then introduced into the posterior 
fornix of the vagina through a speculum. Tampons 
must be freshly prepared before each introduction. 
They must not be applied more than 3 times a week, 
nor should more than 12 tampons be used in a 
month. Treatment continues on the average for 6 
weeks to 3 months. If necessary, methyl salicylate 
and / or tincture of iodine may be added to the paste. 
Since 1930 the author has treated 52 cases in this 
manner with excellent results and no recurrences. 

Nicolas Tereshchenko 
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182. The Nutrition of Protozoa. I. A Simplified 
Medium for the Investigation of Unknown Factors in 
Blood Serum Essential for the Sustained Growth of 
Trichomonas vaginalis. 

By H. Sprince and A. B. KupFerBerG. J. Bact., 
53, 435-439, Apr. 1947. 6 refs. 

Most media suitable for the cultivation of 
parasitic protozoa contain blood serum, but very 
little is known about the growth factors for these 
organisms contained in serum. With a view to test- 
ing the effect of various fractions of serum upon the 
growth in vitro of Trichomonas vaginalis, the 
authors have devised a medium which can be pre- 
pared in a minimum of time, which is complete as 
regards serum or its fractions, and the composition 
o: which is chemically well defined. 

The composition of this medium, known as 
‘‘trypticase nutrient medium ”’ and _ representing 
a modification of Johnson and Trussell’s medium, 
is as follows: trypticase 200 mg.; sodium acetate 
+ 3H,O, 48 mg.; cysteine hydrochloride, 15 mg.; 
maltose, 10 mg.; ‘‘ difco’’ agar, 10 mg.; NaCHO,, 
5 Ing.; asparagine, 2 mg.; ascorbic acid, 1,000pg.; 
choline chloride, 80 »g.; inositol, 80 p»g.; ribose, 40 
pg.; adenine sulphate, 40 pg.; guanine hydro- 
chloride, 40 pg.; xanthine, 40 pg.; uracil, 4o 
pg.; riboflavine, 8 ywg.; thiamine hydrochloride, 
1.6 pg.; pyridoxine hydrochloride, 6.4  ng.; 
pyridoxamine hydrochloride, 1.6 pg.; pyridoxal 
hydrochloride, 1.6 »g.; calcium pantothenate, 3.2 
ng.; nicotinic acid, 3.2 wg.; p-aminobenzoic acid, 
1.6 pg.; biotin, 0.8 ng.; folic acid, 0.8 pg.; methy- 
lene blue (optional), 24 “g.; adjusted to pH 6.0 and 
with Ringer’s solution added to make 8 ml.; to this 
is added 2 ml. of human blood serum diluted with an 
equal volume of Ringer’s solution, giving a final 
volume of 10 ml. In this medium T. vaginalis has 
been grown readily through 60 transfers, producing 
mobile flagellates uniform in size and shape. 

For the assay of serum fractions the intact serum 
in the medium is replaced by any given fraction or 
combination of fractions by adding 2 ml. of the 
material to be tested to 8 ml. of trypticase basal 
medium. When less than 2 ml, is used, Ringer’s 
solution is added to compensate for the difference, 
since the final volume of each tube should be 10 ml. 
to permit a comparison of cell counts in the tests 
and intact serum controls. 

C. A. Hoare 


183. A New Classification of Genitoperitoneal Tuber- 
culosis including a Pseudotyphoid Form. (Forma 
pseudotifica y nueva ordenacién de las formas de 
tuberculosis genitoperitoneal.) 

By V. Conttt Montossio. Rev, esp. Obstet. 
Ginec., 5, 219-221, Oct. 1946. 

After reviewing the classical forms of genital 
tuberculosis in the female, and in particular a mild 
chronic form characterized by sterility and 
menstrual irregularities, in which sclero-cystic 


changes may be found in the ovary, the author 
y* 
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describes in detail a ‘‘ pseudotyphoid ’’ form which 
he has encountered. This occurs in young patients, 
not necessarily sterile, and without any history of 
pelvic infection, who have a temperature of about 
40°C., together with distension and abdominal 
discomfort. Typhoid fever may be suspected, 
especially in the seasons when this is common, 
although the stupor, gastro-intestinal upset, and 
bradycardia of this disease are little evident. After 
some days of persistent fever a mass is found in the 
lower abdomen which varies in size and position 
from day to day. The acute stage in favourable 
cases lasts for 3 to 6 weeks, and gives place to a 
tuberculous adnexal infection which generally 
progresses to a cure. In the author’s opinion this 
form is due to secondary infection of a tuberculous 
lesion with intestinal organisms; in one case which 
drained spontaneously through the pouch of 
Douglas a pure culture of enterococci was obtained. 
As the result of the fatal outcome in this case and 
also in another one, the author expresses disagree- 
ment with the opinion of Krénig that genital tuber- 
culosis is not a fatal disease. 

The following clinical and anatomical classifica- 
tion of genito-peritoneal tuberculosis is suggested : 
(1) A chronic form of adnexal infection, which is 
very mild and is more readily suspected than 
diagnosed. (2) Diffuse miliary tuberculosus periton- 
itis with ascites and only slight changes in the 
appendages. (3) Tuberculous salpingo-odphoritis. 
This is the most common type and occurs in 20 per 
cent of all adnexal infections. It is found in 3 forms; 
in increasing order of severity these are the nodular, 
the hypertrophic, and the ulcero-caseous varieties. 
(4) Tuberculous pelvic peritonitis. In this the 
adnexal lesions are important, and the neighbour- 
ing organs are involved, but progress on the whole 
is good. (5) The pseudotyphoid form, which is the 
most serious of all. (6) Tuberculosis of the lower 
genital tract. Endometrial infection is nearly 
always found with the previous forms. The cervical 
variety is rare, and the vulval form extremely rare. 

Bryan Williams 


184. Isolated Ovarian Abscess. Its Diagnosis and 
Treatment. (Der isolierte Ovarialabszess | Diagnose 
und Therapie. }) 

By G. A. WaGner. Zbl. Gynik., 69, 209-218, 
1947. 2 re‘s. 

While the commonest complication of salpingitis 
is infection of a follicle, an isolated abscess of the 
ovary with a healthy tube is very seldom seen. The 
mode of infection is either by the lymphatics (after 
intrauterine operations or abortion, or during 
menstruation) or by the blood stream from some 
focus elsewhere, such as an infected tonsil. 

The author believes that an isolated abscess may 
arise in a recent corpus luteum. The responsible 
organism is most commonly a haemolytic strepto- 
coccus, but may be a staphylococcus, Bacterium 
coli, pneumococcus, or rarely in anaerobe. Chronic 
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abscesses may be found, yielding a sterile pus. A 
solitary abscess commonly produces a spherical 
tumour up to the size of a foetal head and is seldom 
associated with marked adhesions. The wall is thin 
and liable to rupture; the mortality from rupture is 
very high, particularly in pregnancy and the 
puerperium. Rupture into a neighbouring organ 
may occur. The symptoms are not particularly 
characteristic, but persistent pyrexia, increasing 
cachexia, and anaemia are suggestive. There is no 
characteristic blood count, so that the absence of 
leucocytosis should not exclude the possibility of 
an isolated ovarian abscess. The reason for this is 
not clear; possibly the corpus luteum, so frequently 
the site of a metastatic abscess, has some special 
protective arrangement of lymphatics. It is noted 
that the corpus luteum is the most short lived of all 
the endocrine glands, has an immense activity, and 
shows marked rapidity of change. 

As an aid to diagnosis, vaginal puncture is 
valuable and enables the bacteriology to be 
established before operation. It also reduces the 
risk of rupture of the abscess into the peritoneal 
cavity or adjacent organs, and frequently leads to 
general improvement in the patient’s condition. If 
the infection is due to an anaerobic streptococcus 
the cavity may be washed out with hydrogen 
peroxide. The absence of tenderness of the tube, 
always present in salpingitis, is said to be diagnostic 
of localized abscess, although the differential 
diagnosis is usually difficult. Drainage of the 
abscess vaginally will rarely result in complete 
healing. Laparotomy should, therefore, always be 
performed. . Whether penicillin or streptomycin 
administration will obviate the need for operation is 
not known; sulphonamides are usually given too 
late to prevent pus formation. 

E. D. Y. Grasby 


185. An Improved Method of Obtaining Material 
from the Corpus Uteri for Bacteriological Examination. 

By A. V. BarTELs and S. G. YURYEvskKyY. Akush. 
Ginek. No. 4, 55-56, 1947. 1 fig. 


186. Actinomycosis of the Internal Female 
Genitalia. Report of Two Cases. 
By E. M. Baker. West. J. Surg., 55, 501-507, 


Sept. 1947. 12 figs., 5 refs. 


187. Gonorrhoea in Pregnancy. 
By H. Perers. Amer. J. Obstet. Gynec., 54, 
517-522, Sept. 1947. 1 fig., 12 refs. 


188. New Data on the Penicillin Treatment of 
Gonorrhoea in Women. 


By Z.Z. Pevzner. Akush. Ginek. No. 3, 26-29, 
1947. 


New Growths of the Reproductive Organs. 
189. Malignant Epithelial New Growths of the 
Female External Genital Organs. (Neoplasias epiteli- 
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ales malignas de los érganos genitales externos de la 
mujer.) 

By J. R. L. pe Guevara. Toko-ginec. pract., 6, 
242-250, Sept. 1947. 

190. Gumma of the Vagina. 

By W. J. Reicu and M. J. Necutrow. /. Amer. 
med. Ass., 135, 347-348, Oct. 11, 1947. 2 figs., 4 
refs. 

191. The Background of Cancer of the Corpus. 

By J. A. CorscabEN and S, B. GUSBERG. Amer. 
J. Obstet. Gynec. 53, 419-431, Mar. 1947. 8 figs., 
35 refs. 

The factors relating to cancer of the body of the 
uterus which are considered in this paper are con- 
trolled throughout by comparison with those 
relating to cancer of the cervix, The average age of 
women with carcinoma of the corpus was found to 
be 6.6 years higher than that of women with 
cervical cancer, a difference less than that usually 
given; the weight of women with corpus cancer was 
found to be greater by 18 pounds (8.1 kg.), a 
significant amount although some difference is 
accounted for by the different average age. 

Of 206 women with carcinoma of the corpus 24.8 
per cent were unmarried as against 5.6 per cent of 
550 women with cancer of the cervix. Of patients 
with corpus cancer 38.6 per cent had no children 
as against 16.6 per cent of the women with cervical 
cancer. Among women with body carcinoma 37 
per cent of marriages were infertile. The economic 
status of women with carcinoma of the corpus is 
also exceptional, 47 per cent being private patients 
as against 23.8 per cent of patients with cancer of 
the cervix. The age incidence of the menopause 
showed a peak at 52 to 54 years, and the incidence 
of excessive and irregular bleeding during the 
cessation of menses was greater than in the general 
female population. 

Some 1,100 women who had been sterilized by 
radiotherapy because of bleeding due to benign 
causes were studied for an average of 6.7 years. 
Nine of 15 cases of cancer of the uterus were in the 
corpus: 3 times the expected rate. In 31 per cent 
of cases in which the uterus had been curetted for 
bleeding during the menopause there was hyper- 
plastic endometrium due to the patient’s own 
endocrine imbalance or to the administration of 
oestrogenic substances. There was no constant 
evidence of hyperplasia in the uteri of patients who 
developed corpus cancer. 

It appears, therefore, that cancer of the corpus 
may develop in unmarried or married and childless 
women who are overweight and in comfortable 
circumstances, particularly if the menopause is 
characterized by excessive bleeding. 

[While much has been written about chronic 
cervicitis as a forerunner of cancer of the cervix, 
little has been said about the aetiology of cancer of 
the body of the uterus, and from this point of view 
this contribution is valuable. ] ae oe 
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192. Metastases of Uterine Carcinoma to the Central 
Nervous System. A Clinocopathologic Study. 

By T. Lretn and C. Davipson. Arch. Neurol. 
Psychiat., Chicago, 57, 186-198, Feb. 1947. 6 figs., 
ro refs. 

Metastatic tumours in the central nervous system 
are usually multiple, but it is possible that 
carcinomata in some organs may give rise to solitary 
metastases more frequently than do those in other 
organs. In a series of 26 cases of uterine carcinoma, 
70 per cent gave rise to a single metastasis to the 
nervous system. Metastases of this origin probably 
account for 1 to 3 per cent of all carcinomata of 
the central nervous system. 

R. M. Stewart 


193. Uterine Adenomyosis. Incidence, Symptoms, 
and Pathology in 1,856 Hysterectomies. 

By W. C. Hunter, L. L. Situ, and W. C. 
REINER. Amer. J]. Obstet. Gynec., 53, 663-668, 
Apr. 1947. 7 refs. 

Adenomyosis of the uterus is regarded by the 
authors as the presence of heterotopic endometrium 
found within the myometrium, derived from the 
endometrium but often losing such a connection as 
the process advances, The condition may involve 
the muscle wall to within a few millimeters of the 
serosa but does not reach the serosa. Whenever 
endometrium occurs in the vicinity of smooth 
muscle there is hypertrophy of the latter. 

The authors maintain that adenomyosis of itself 
gives rise to definite characteristic symptoms even 
in the absence of any associated uterine disease. 
The diagnosis was made only when endometrial 
islands were found in the uterine wall separated 
from the lining endometrium by a distance of at 
least two microscopic low-power fields and 
accompanied by muscle hyperplasia. Gross findings, 
which prompted the tentative diagnosis of 
adenomyosis (until confirmed microscopically), 
included coarse, whorled, yellowish muscle, punc- 
tate pitted areas lying within the myometrium, 
dark cystic areas which extended to within a few 
millimetres of the serosa, and eversion of the cut 
surfaces with rolling of the edges. All features were 
not present in each case. 

The material for the present study was obtained 
from 1,856 hysterectomies performed for all causes 
at a private hospital from 1931 to 1945 inclusive. 
Adenomyosis was found in 517 cases (27.8 per cent). 
The two youngest subjects were each 27 and the 
oldest (carcinoma also present) was 73. While most 
patients were between 41 and 50 years of age, 38 
cases were in women under 35. Since adenomyosis 
occurs so often in association with leiomyoma of 
the uterus it is difficult to evaluate its symptomat- 
ology. For this purpose 110 cases of advanced 
adenomyosis without associated pathology were 
chosen. Of these patients, 85 had menorrhagia, 61 
dysmenorrhoea, 42 metrorrhagia, 23 pain before 
periods, 9 dysuria and frequency, 7 pain radiating 
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down legs, 6 bearing-down sensations, and 5 nausea 
and vomiting. Nearly all had either some menstrual 
irregularity or dysmenorrhoea. Bimanually, a 
globoid, slightly enlarged, and tender uterus was 
characteristically found. A uterus with leiomyoma 
and adenomyosis was more tender than one with 
leiomyoma only. 
Anthony W. Purdie 


194. Cancer of the Uterus. 

By E. Novak. J. Amer. med. Ass., 135, 199- 
206, Sept. 27, 1947. 33 refs. 

195. Symptomatology and Diagnosis of Sarcoma of 
the Uterus. (Uber die Symptomatologie und Diag- 
nostik des Sarkoma uteri.) 

By P. ScHrank. Z. Geburts. Gynik., 127, 232- 
250, Jan. 1947. 7 figs., bibliography. 

196. Cancer Diagnosis by Smears. 

By W. A. Grosjean. J. Kansas med. Soc., 48, 
441-443, Oct. 1947. 4 figs., 12 refs. 

197. A Case of Simultaneous Carcinoma of the 
Corpus and Cervix Uteri. (Su un caso di carcinoma 
contemporaneo del corpo e del collo.) 

By V. GirarpDI. Ginecologia, 13, 330-342, July 
1947. 6 figs., 20 refs. 

198. Regeneration and New Growth at the Exter- 
nal Os. (Uber Regeneration and Neoplasie an der 
Portio.) 

By E. GratrHaar. Schweiz. Z, Path. Bakt., 10, 
25-35, 1947. § figs., 19 refs. 

199. Examination of the Urinary and Lower 
Intestinal Tracts before Treatment of Carcinoma of 
the Cervix Uteri. 

By L. A. Pomeroy. Amer. J. Roentgenol., 57, 
453-454, Apr. 1947. 3 refs. 

The findings are reported of intravenous pyelo- 
graphy in 271 patients suffering from carcinoma of 
the cervix uteri, the X-ray examinations being 
carried out before the beginning of treatment. As 
the examinations were made by radiologists at 
several different hospitals the personal equation 
made some difference in what was considered 
abnormal. Cases showing ‘‘ minimal hydro- 
nephrosis’’ and ‘‘ minimal hydroureter’’ were 
therefore excluded; similarly, cases in which there 
was slow or diminished excretion of the drug were 
not reported. Abnormalities were found in 44 cases 
(16.2 per cent); 3 cases showed double hydro- 
nephrosis, 19 single hydronephrosis, 19 functionless 
kidney, and 3 hydronephrosis on one side and 
functionless kidney on the other. There did not 
seem to be any relation between former pregnancies 
and the abnormal pyelographic findings. 

Cystoscopic examinations were carried out on 184 
cases, 32 of which showed the bladder wall to be 
deformed by external pressure of the cervical 
tumour or by actual invasion, but with a normal 
mucosa; in 3 cases the mucosa was involved by the 
tumour. The rectum was examined in many of these 
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patients (137 proctoscopic examinations and 145 
examinations by barium enema). In 2 patients a 
small non-malignant rectal polyp was found; in 10 
patients (all with far advanced tumours) there was 
some deformity of the rectum or lower sigmoid, due 
either to pressure from the cervical tumour or to 
involvement of the wall of the intestine by tumour. 
In none of the 10 was the mucosa involved. 
L. G. Blair 


200. Cancer of the Uterine Cervix after Subtotal 
Hysterectomy. (Le carcinome du col restant aprés 
hystérectomie subtotale. ) 

By G. SAEGESSER. Gynaecologia, Basel, 123, 
89-107, Feb. 1947. 38 refs. 

The author notes the great variation in statistics 
of the incidence of carcinoma of the cervix after 
subtotal hysterectomy. He has studied cases 
collected at the University Gynaecological Clinic 
at Geneva between 1930 and 1945, and discusses the 
frequency of the condition, the latent interval 
between the operation and the appearance of 
carcinoma, the relation between the performance 
of hysterectomy and the appearance of carcinoma, 
and prophylaxis. 

Out of 620 subtotal hysterectomies performed at 
Geneva the author collected 12 cases of carcinoma 
of the cervix (1.9 per cent). Clinical details of these 
cases are given, and the results compared with those 
of others who give incidences varying from o to 
6.09 per cent. Global statistics collected in this 
way may, however, prove fallacious. The choice 
between total and subtotal hysterectomy should 
depend on the state of the cervix at the time of 
operation. Total hysterectomy is the more mutilat- 
ing operation, but must be employed in the presence 
of cervical lesions. The author states that the 
incidence of carcinoma of the cervix is less alarming 
than would appear from recently published figures, 
and suggests that hormonal disturbances after 
subtotal hysterectomy may predispose to carcinoma. 
In view, however, of the extreme frequency of 
carcinoma of the cervix, its occurrence after 
subtotal hysterectomy may be regarded as pure 
coincidence. Evolution in these cases is more rapid 
than in carcinoma of the cervix with an intact 
uterus. Treatment is by radiotherapy, but the 
prognosis is less good than it is in cases where the 
uterus is intact. The greater operative risk of total 
hysterectomy is considered more important than 
the risk of carcinoma, though the need for careful 
pre-operative examination of the cervix is stressed. 

[The battle between the advocates of total and 
subtotal hysterectomy has gone on for many years 
and is often rejoined. On the basis of the present 
article, one can hardly regard an incidence of 1.9 
per cent as insignificant, nor can the occurrence of 
12 cases of carcinoma of the cervix, which might 
have been prevented by a total hysterectomy, be 
considered negligible. | 

Josephine Barnes 
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201. Treatment of Carcinoma of the Uterine Cervix. 
Considerations of the Fiftieth Anniversary of the 
Wertheim Operation. 

By F. BuscuHKeE and S. T. Cantrit. West ]. 
Surg., 55, 152-161, Mar. 1947. 2 figs., 13 refs. 

The good progress achieved in the treatment of 
cancer of the cervix during the 50 years since 
Wertheim described his operation now makes it 
possible to cure a considerable proportion of cases. 
The proportion would be much increased were 
optimal treatment available to all women suffering 
from the disease. The best results are obtained 
from radiotherapy, and the figures published by 
Regaud over 10 years ago already show a superior- 
ity over surgical treatment. Grouping of cases in 
stages is necessary for evaluation of results, and the 
authors follow the classification proposed by the 
League of Nations Statistical Committee in 1937 (a 
modification of the old one and not yet in general 
use). The technique is a modification of the method 
used by the Fondation Curie, Paris, with the 
vaginal ovoids developed at the Holt Radium 
Institute, Manchester. The uterus is usually treated 
first, and the vagina later; treatment lasts about 2 
weeks. X-ray therapy is also given (except in stage 
1) from an apparatus operating at 800 kV. and 4 
fields. If treatment has to be given at 200 kV. two 
extra fields are added. The cervix is avoided, and 
fields vary in size from 10 x 8 to 14 x 10cm. Radium 
doses are given in terms of mg. hours and of total 
dosage to all fields, but Parker’s measurement of 
physical doses is described. He has shown that even 
for a large pelvis a dose of 4,500 r is obtained at 
the pelvic wall. The radium dosage is delivered in 
about 2 weeks, X-ray dosage in about 6 weeks. The 
care of the patient during treatment is important 
and reactions are carefully observed. Reaction of 
the rectum is the most common and most serious 
complication. A slight immediate reaction can 
hardly be avoided, but in the more advanced cases 
of the disease a small proportion of severe late 
rectal lesions must ensue if there is to be a chance 
of cure. These usually heal with proper manage- 
ment but occasionally fibrous strictures may 
require colostomy. There may also be bladder 
reactions, but these hardly ever assume serious 
proportions. Other complications, such as fracture 
of the femoral neck, have not occurred in this series. 

The 5-year cure rate obtained was 83 per cent 
with stage I, 56 per cent in stage II, and 38 per 
cent in stage III. In 130 cases treated from 1935 
to 1940 the relative cure rate was 43 per cent. 

Ralston Paterson 


202. Carcinoma of the Cervix of Bowenoid Type. 
(Uber Portiokarzinome von bowenoidem Charakter. 
[Zugleich ein Beitrag zur Frage der Vergleichbarkeit 
der Friihstadien des Carcinoma colli uteri mit Bowen- 
scher Krankheit und Erythroplasie].) 

By K. Preti. Krebsarzt, 2, 99-114, Mar. 1947. 
1 fig., 34 refs. 
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A biopsy specimen from the cervix uteri of a 
35-year-old peasant housewife had the typical 
appearances of Bowen’s_ disease. Inspection 
revealed a small area of leucoplakia on the posterior 
lip Of the cervix and a scar in the vaginal vault 
behind it. Histologically the scar tissue was not 
unusual, but the other lesion was an erosion of the 
cervix with cystic glands and lymphocytic and 
plasma-cell infiltration of the stroma. The surface 
was covered by squamous epithelium with a thick 
horny layer and was indented by many long and 
narrow papillae. The nuclei varied widely in size, 
shape, and staining properties; some _ were 
vacuolated, others rich in chromatin. Some cells 
were multinucleated (‘‘ clumping forms’’), and 
between the cells, especially those of the prickle- 
cell layer, were rounded or oval cells with acidophil 
hyaline cytoplasm (“‘ grains’’). Only a few corps 
ronds were seen. Mitoses were numerous and often 
abnormal. This atypical epithelium covered the 
mouths of the glands and pushed up the simple 
columnar epithelium in the necks of the glands. In 
the deeper parts of the glands the appearances were 
those of an immature squamous carcinoma, without 
keratinization or ‘‘clumping forms’’. The 
keratinizing atypical epithelium covered the whole 
surface of the specimen and extended to the cut 
edge; hence no normal epithelium was visible, and 
no opinion could be formed about the transition 
from altered to normal epithelium. Although serial 
sections were examined, there was nowhere any 
evidence of invasion of the stroma. The lesion as a 
whole was considered to be a pre-invasive squamous 
carcinoma of the cervix on a glandular erosion, on 
the surface showing keratinization and Bowenoid 
features, but within the glands taking the form of 
an immature squamous carcinoma. [The descrip- 
tion suggests that removal of the growth was 
incomplete; the possibility that invasion had 
occurred in parts not examined therefore remains 
open (the reader is referred on this point to the 
excellent discussion of Bowen’s disease of the 
cervix in Novak’s Gynaecological and Obstetrical 
Pathology). The rest of the paper is a review of the 
literature with a special reference to terminology 
and the aetiology of cancer. | R. Whitehead 


203. Carcinoma of the Cervix Uteri and Lymphatic 
Metastases. (Cancer cervico uterino y metastasis 
linfaticas. ) 

By C. ZucKERMANN. Rev. mex. Cir. Ginec. 
Cancer, 15, 219-226, June 1947. 1 fig., 10 refs. 

204. Cancer Diagnosis by Microscopical Investiga- 
tion of Smears from the Affected Cervix Uteri. 

By A. Y. ALTGAUZEN, G. L. DERMAN, and O. M. 
NosaLEvicH. Akush. Ginek. No. 3, 6-10, 1947. 

205. Recurrence and Metastasis after a More Radical 
Abdominal Operation for Carcinoma of the Cervix 
Uteri. 

By T. B. AtsirsKAya. Akush. Ginek. No. 3, 
II-I4, 1947. 
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206. Contribution to the Early Symptoms of Car- 
cinoma of the Cervix Uteri. (Beitrag zu den Friih- 
symptomen des Kollumkarzinoms. 

By V. GRUENBERGER. Krebsarzt, 2, 387-308, 
Sept. 1947. 12 figs. 


207. Rare Metastasis Formation after Operation on 
Carcinoma of the Cervix. (Seltene Metastasenbildung 
nach operiertem Kollumkarzinom.) 

By V. GRUENBERGER. Krebsarzt, 2, 459-465, Oct. 
1947. 4 figs., 1 ref. 

208. Relation of ‘‘ Colposcopically Atypical Epithe- 
lium ’’ to Endocervical Cancer and its Treatment. (La 
relacién del ‘‘ epitelio atipico colposcépico '’ 
cancer del endocervix y su tratamiento. ) 

By C. ALBA MENENDEZ. Toko-ginec. prict., 6, 
213-237, Sept. 1947. 8 figs., 42 refs. 


con el 


209. Physical aspects of Intracavitary Radium Treat- 
ment of Carcinoma of the Cervix Uteri. III. A New 
Applicator. 

By G. J. Neary. Brit. J. Radiol., 20, 454-460, 
Nov. 1947. 17 figs., 5 refs. 


210. Angiomyoma of the Endometrium. (Ein 
Angiomyom des Endometriums. ) 

By O. SCHINKLE. Wien. klin. Wschr., 59, 617 
618, Sept. 19, 1947. 1 fig. 


211. Experimental and Clinical Facts regarding the 
Use of Artificial Radioactive Isotopes for Localized 
Radiotherapy. (Données experimentales et cliniques 
de l’emploi d’isotopes radioactifs artificiels dans un 
but de radiotherapie localisée. ) 

By J. H. Mutter. Schweiz. med. Wschr., 77, 
236-239, Feb. 15, 1947. 8 figs. 

The main therapeutic applications of artificially 
radioactive elements, apart from their use as 
‘‘tracers’’, are twofold: (1) oral or intravenous 
administration, as of radioactive phosphorus (P**) 
or iodine (I'*'), to procure their general distribution 
through the organism, with a selective accumula- 
tion in certain tissues and organs; (2) local applica- 
tion : (a) instead of radium, in the usual “‘ needles ”’ 
or ‘‘ applicators ’’; (b) by local injection and pre- 
vention of their diffusion from the place of 
injection throughout the whole body. 

The author has investigated this last ‘‘ localized ’’ 
radiotherapeutic method—that is, the direct 
injection of radioactive elements into a tumour or 
cavities of the body. With the help of physicists 
and chemists at Ziirich University, a radioactive 
zinc (Zn**) was obtained and made practically 
‘insoluble ’’ by suspending it as the sulphate in a 
macromolecular sol, pectin, well tolerated by the 
human body but not absorbed from the site of 
injection. Zn*®* has a half-life of 38.3 minutes, and 
emits. 8 and y rays and positrons. A number of 
experiments on mice and rabbits were first’carried 
out and the insoluble radiozine was injected into the 
peritoneal cavity. Autoradiographs and careful 
Geiger counter measurements showed practically no 
diffusion of the radioactive substance into the blood 
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or to distant parts of the body, and histological 
examination, several hours after injection, showed 
an intense local cytolytic effect. 

Radiotherapeutic trials were then carried out in 
3 patients with generalized peritoneal carcinoma- 
tosis and in advanced ovarian carcinoma, all other 
therapy having failed. The technique was to inject 
20 ml. of pectin sol, containing 15 to 40 millicuries 
of Zn®*; this injection was repeated 2 to 5 times at 
intervals of 1 or several weeks. The injections were 
well tolerated. Autoradiographs and _ counter 
measurements of blood, urine, and distant parts of 
the body again showed practically no absorption of 
the radiozinc. Photographic y-ray measurements 
after 7 hours’ exposure, which corresponds roughly 
to the total duration of radioactivity of the zinc, 
showed a y-ray dose of about 0.5 to 2 r. 

It is too early to indicate an optimum dose or to 
assess the therapeutic value of the method, but 
improvement in the general condition and 
diminution of ascites was observed and in I case a 
satisfactory palliative result obtained. In_ the 
author’s opinion it is worth while to pursue this 
method. Radiozinc might further be used for intra- 
tumoral and peritumoral injection in suitable cases, 
possibly combined with penicillin and also for 
injection into hollow organs, as in cancer of the 
bladder. 

H.C. Sim 


212. Dysgerminoma Ovarii. 

By M.S. Mazer. Amer. J. Obstet. Gynec., 53, 
1036-1041, June 1947. 4 figs., 8 refs. 

Some of the literature on dysgerminoma ovarii is 
reviewed, particular stress being laid on the 
malignancy of the condition and the need for 
radical operation even in young women. 

The author reports a new case in a single woman, 
aged 23. She complained of a frequency of 
micturition and a rapidly growing mass, There was 
no disturbance of menstruation or of secondary sex 
characteristics. A lobulated mass the size of an 8- 
month pregnancy was found arising from the left 
side of the pelvis, although the abdomen was known 
to have been normal 2 months previously. At lap- 
arotomy much free fluid was found, and firm grey 
tumour replacing the entire left ovary was removed 
together with the left tube. A similar mass about 
the size of a hen’s egg was attached to the right 
ovary and was removed from it. The left pedicle 
was extremely vascular. There was no involvement 
of other organs. Both tumours were smoothly 
encapsulated and their cut surfaces were mottled 
grey and red and fragmented easily. There was 
some necrosis and liquefaction in the larger mass. 
Microscopically the tumours were typical of 
dysgerminoma with many mitoses. After discussion 
with the patient and her family, total hysterectomy 
and right salpingo-odphorectomy were performed, 
a month after the first operation. Fibrosis uteri, 
hyperplasia of the endometrium and of the mucosa 
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of the Fallopian tube, and haemorrhagic cysts of 
the ovary were reported, but no malignancy. This 
was followed by an intensive course of irradiation. 
Menopausal symptoms were successfully prevented 
by administration of 10,000 units of ‘‘ theelim’’ in 
oil on alternate days and gr. % (32 mg.) pheno- 
barbitone 3 times daily. The patient remains at 
work and is still symptom-free. 
Aileen M. Dickins 


213. Meigs’s Syndrome; A Case Report and a Review 
of Recently Published Cases. 

H. J.Simon. Amer. J. Obstet. Gynec., 53, 1042- 
1048, June 1947. 20 refs. 

The author has tabulated the 16 cases of Meigs’s 
syndrome recorded since Meigs’s 27 collected cases 
in 1943 (Meigs et al., Amer. ]. Obstet. Gynec., 1943, 
46, 19) and has added 1 case of his own. He con- 
siders that the term should be limited to cases with 
a solid tumour of the ovary, ascites, and hydro- 


thorax, but excluding malignant and _ cystic 
tumours. 
His own patient was remarkable for her 


presenting symptom—a very large femoral hernia 
leaking yellow fluid. Her general condition was so 
poor that laparotomy was thought by some to be 
unjustifiable, but as the outlook was otherwise 
hopeless operation was undertaken. From 500 to 
750 ml. of clear yellow fluid was removed and a 
rapid right salpingo-odphorectomy performed. The 
tumour was 26 x 23 x 17 cm. in size, and was macro- 
scopically and microscopically a typical fibroma. 
Recovery was rapid and complicated only by a 
distension of the bladder by 1,500 ml. of urine 
despite a similar output during the previous 24 
hours. This diuresis was attributed to rapid 
resorption of the pleural exudate, which was 
clinically complete by the fifth day. After 3 months 
the hernia had _ spontaneously disappeared, 
although an impulse on coughing persisted. The 
patient had then regained 25 pounds (11.25 kg.) in 
weight and returned to work. Eighteen months 
after operation she was still well. 

This case illustrates Meigs’s thesis that it is 
essential to operate however hopeless these cases 
seem. The author considers that diagnosis of 
inoperable malignancy are still being made in these 


cases. Aileen M. Dickins 


214. Granulosa-cell Tumour of the Ovary: A Case 
Report. 

By H. E. H. Denuam. N.Z. med. J., 46, 320- 
323, Aug. 1947. 6 refs. 

215. Brenner Tumour of the Ovary: Report of Two 
Cases. One in the wall of a Serous Cystadenoma. 

By Y. M. BHENDE. Indian med. Gaz., 82, 322- 
326, June 1947. 6 figs., 26 refs. 

216. Meigs’s Syndrome. (Sindrome de Meigs.) 

By A. VierrA Votrr. Bol, Soc. Chil. Obstet. 
Ginec., 12, 38-42, May 1947. 2 figs., 11 refs, 
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REVIEW OF CURRENT LITERATURE 


217. Pleurisy with Effusion Associated with Pseudo- 
mucinous Cystadenoma (Meigs’s Syndrome). 

By E. D. Nora and R. M. Davison. Dis. Chest, 
13, 423-435, Sept.—Oct. 1947. 5 figs., 32 refs. 

218. Struma Ovarii. 

By C. De OLIvErIRA. Rev. brasil. Chir., 16, 507- 
514, Aug. 1947. 4 figs., 18 refs. 

219. Arrhenoblastoma with Case Report. 

By J. P. Harpy and A. F. Tooter. J. med. Ass. 
Alabama, 17, 125-128, Oct. 1947. 13 refs. 

220. Granuloma of the Fallopian Tube due to 
Surgical Glove Talc. Silicious Granuloma. 

By G. B.S. Roperts. Brit. J. Surg., 34, 417-423, 
Apr. 1947. 8 figs., 29 refs. 

An account is given of granulomatous lesions (2 
in abdominal scars and 5 in Fallopian tubes); the 
author ascribes the aetiology to talc from surgical 
gloves. In spite of a latent period of several years 
(2 to 17) in which the agent appeared to be dormant 
the lesion when activated (cause unknown) 
developed within 2 months in 1 case. The silicious 
nature of the substance deposited, demonstrated in 
each case with the polarizing microscope, was 
proved microchemically in only 1 case. Cultures or 
animal inoculations were not performed so that 
tuberculosis may have co-existed. Among other 
clinical features pelvic pain and infertility are 
mentioned. 

[The author rightly questions a diagnosis of 
tuberculosis made on histological grounds only. But 
if these granulomata are due to talc the danger of 
the continued use of this form of glove powder must 
again be considered by all surgeons. | 

Magnus Haines 


221. Malignant Chorionepithelioma of the Fallo- 
pian Tube. (Uber das maligne Chorionepitheliom der 
Tube.) 

By W. Lorescu. Krebsarzt, 2, 449-459, Oct. 1947. 
35 refs. 


Operations. 

222. The Importance of Adequate Training of the 
Gynaecologist in both Vaginal and Abdominal 
Operations. (Die Bedeutung der  gleichmiissigen 
Ausbildung des Gynikologen im vaginalen und 
abdominellen Operieren.) 

By H. Kaur. Wien. klin. Wschr., 59, 626-630, 
Sept. 26, 1947. 

223. Effects of Castration on the Metastases of 
Cancer of the Breast. (Les effets de la castration sur 
les métastases du cancer du sein.) 

By A. Sicarpv. Presse méd., 26, 294-295, May 3, 
1947. 

Eleven cases of ovarian castration performed for 
advanced metastases from carcinoma of the breast 
treated primarily by mastectomy are reported. The 
author claims that castration is the method of 
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choice for relieving the pain of osseous metastases, 
on the grounds that ovariectomy is simple, devoid 
of risk, more certain and less disturbing to the 
patient than morphine administration, radio- 
therapy, or chordotomy, and relieves pain rapidly, 
usually within the first 48 hours after operation. He 
states that root pains and pains radiating to the 
limbs from spinal metastases are relieved at once. 
Details of 5 cases are given to illustrate these effects 
(almost invariably obtained by the author, though 
he admits that other workers have not been so 
successful). 

In a cachectic woman of 48 with a very painful 
obturator neuralgia from a radiologically proved 
sacro-iliac metastasis 10 years after mastectomy, 
pain completely disappeared 48 hours after ovarian 
castration, and she regained her appetite and weight 
in spite of there being no demonstrable change in 
size of the metastases. Ovariectomy relieved 
another woman of 42, who had developed headaches 
and painful metastases in the skin, a rib, and the 
skull. After g months there were no further 
secondaries, but those already present had not 
changed in size. A post-menopausal woman of 51, 
with painful pulmonary, bony, and _ spinal 
metastases and developing paraplegia 5 years after 
mastectomy, was subjected to ovarian castration. 
On the following day and after 5 months, although 
her general condition was deteriorating rapidly, she 
was free from pain. In a woman of 53 with 
secondaries in the remaining breast, skull, and 
pelvis, accompanied by severe sciatica and difficulty 
in walking 5 years after mastectomy, deep X-ray 
therapy had produced an artificial menopause but 
pain was intolerable until ovarian castration was 
performed. A woman of 46 developed painful 
cutaneous supraclavicular metastases and a brawny 
arm. Radiotherapy gave no relief. After ovari- 
ectomy pain ceased, the arm lesion almost com- 
pletely resolved, and she gained 5 kg. in weight. 

The author concludes that, though it is still too 
early to forecast the late results, the immediate 
results are dramatic. He points out that radio- 
therapy is unreliable in achieving an artificial meno- 
pause, that ovarian castration is a more reliable 
primary measure and more useful secondary 
measure in relieving pain in cases refractory to X- 
rays, and that it is equally effective in treating the 
young and the post-menopausal patient. Testoster- 
one therapy, though experimentally effective in 
monkeys, failed to control the metastases from 
carcinoma of the female breast in the 2 cases in 
which he has tried it. 

{Ovarian castration seems to influence the 
evolution of metastases of carcinoma of the breast, 
but other workers have not had this uniform success 
in relieving pain, and castration does not seem to 
prevent further secondary deposits developing. 
Much more research in this field is required before 
definite conclusions can be drawn. | 


Charles Nicholas 
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224. Coelioscopy and the Ovarian Cycle. (Coelio- 
scopie et cycle ovarien.) 

By F. DE SENARCLENS. Gynaecologia, Basel, 123, 
220-237, Apr. 1947. 59 refs. 

Coclioscopy dates from 1901, when Kelling used 
it on dogs. Jacobaeus, in 1910, introduced it for 
visualization of the human abdominal organs. 
Palmer, in 1944, opened up a new field by applying 
it to the study of sterility [in a wide bibliography 
the author does not refer to the work by Rendle 
Short in Britain many years ago on its use in 
abdominal diagnosis]. The advantages of accurate 
correlation between endometrial findings and 
observation of the surface appearance of the ovary 
are obvious. The mortality rate of the procedure 
in Ruddock’s series of goo cases was 0.2 per cent 
compared with a laporotomy mortality rate of 6 
per cent [the latter figure seems very high ]. 

Coelioscopy is carried out under local analgesia. 
A pneumoperitoneum is created with a mixture oi 
95 per cent oxygen and 5 per cent carbon dioxide (5 
litres). The patient is placed in the Trendelenburg 
position, and then a trocar is introduced followed by 
the coelioscope. Alternatively the pouch of 
Douglas can be used as a route of approach. There 
is danger of gas embolism and puncture of the 
intestine, and the procedure is contra-indicated in 
patients with a history of previous abdominal 
operation or inflammatory lesions. Additional 
biopsy by the instrument needs very careful 
technique. 

The author reports 10 cases in which the ovaries 
were inspected at the time of expected ovulation. 
In 7 both ovaries were visualized, in 2 one ovary 
only could be seen, and in 1 the one ovary and part 
of the other. The observations checked the date of 
ovulation and the other results of tests used in such 
cases (biopsy of the endometrium and hormone 
excretion tests). It is possible too, that coelioscopy 
may prove of diagnostic value in cases of menstrual 
disorders. 

|Coelioscopy is one of those methods of examina- 
tion which undergo phases of use and disuse. Its 
application in sterility must surely be to the small 
group of cases where direct proof of ovulation is 
necessary. | Kenneth Bowes 


225. Technique of Intra-isthmic Total Hysterectomy. 
(Technique de Tlhystérectomie totale — intra- 
isthmique. ) 

By C. Exspaz. Presse méd., 17, 194, Mar. 19, 
1947. 3 figs., 3 refs. 

The relative advantages and disadvantages of 
total and subtotal hysterectomy:are well recog- 
nized. One of the disadvantages of the former is the 
disturbance of the supports of the vaginal vault 
with the danger of encouraging subsequent 


prolapse. The technique here described is one which 
can be applied to non-malignant conditions of the 
uterus. It consists in removing the epithelium of 
the cervical canal by coring out the cervix between 
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the longitudinal and circular fibres. This leaves 
the ligamentary supports unaffected. It is import- 
ant that the clamps applied to control the uterine 
vessels should be applied at a lower level than when 
a subtotal operation is performed. If this is done 
there is no danger of haemorrhage. The author 
states that over 400 such hysterectomies have been 
done at Hertz’s Clinic without any untoward 
incident, and in no case has prolapse followed. 
Kenneth Bowes 


226. Instruments and Technique in Gynaecological 
Coelioscopy. (Instrumentation et technique de la 
coelioscopie gynécologique. ) 

By R. PaLMer. Gynéc. Obstél., 46, 420-431, 
1947. 1 fig. 

227. A Technical Detail in the Downward Prolon- 
gation of Peritoneal Incisions without Danger of 
Injury to the Bladder. (Un particolare di tecnica per 
prolungare inferiormente l’incisione peritoneale senza 
pericolo di ledere la vescica.) 

By A. MaRENGO. Ginecologia, 13, 343-346, July 
1947. 3 figs. 

228. Resection of the Nervi Pudendi as a Method of 
Treatment of Pruritus of the External Genital Organs, 

By E. E. Gicgovsky. Akush. Ginek. No. 3, 29-31, 
1947. 

229. ‘‘ Cross-bar ’’ Interposition: A proposed Safe- 
guard against Recurrence in Operation for Complete 
Prolapse. (Die Querriegel-interposition. Ein Vorsch- 
lag zur Sicherung der Operation des Total-prolapses 
gegen Rezidive. ) 

By G. DOEDERLEIN. Zbl. Gyniik., 69, 4-9, 1947. 
3 figs., 3 refs. 

230. The Surgical Treatment of Prolapse of the 
Vagina and Uterus. 

By I. L. Braupe. Akush. Ginek. No. 3, 32-41, 
1947. 12 figs., 1 ref. 

231. Hysterosalpingography in Gynaecological 
Diagnosis (A Study Based on 502 Personal Cases). (A 
histerossalpingograffia no diagnostico ginecoldgico. 
[Estudo baseado em 502 casos pessoais].) 

By A. CAMPOS DA Paz FILHO. Med. Cirurg. Farm 
No. 136, 420-435, Aug. 1947. 16 figs. 

232. The Question of Damage due to Salpingo- 
graphy with Iodized Oil. (Zu der Frage von Schiadi- 
gung bei Salpingographie mit Jodipin.) 

By H. S. REIcHLE and P. Roettcer. Zb/1. Gynik., 
69, 73-81, 1947. 3 figs., 10 refs. 

233. Ambulant Hysterosalpingography? (Ambulante 
Hysterosalpingographie? ) 

By K. J. ADLER. Zbl. Gynik., 69, 70-73, 1947: 
8 refs. 

234. Severe Complications after Hysterosalpingo- 
graphy and Tubal Insufflation. (Zlé komplikace po 
hysterosalpingografii a pertubaci.) 

By V. CHMELIK. Ceskoslov. Gynaek. No. 12/26, 
249-260, 1947. 
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235. Etiology, Prevention and Treatment of 
Vesicovaginal Fistula. 
By V. S. COUNSELLER. Sth Surg., 13, 752-759, 


Oct. 1947. 


236. Treatment of Incurable Urogenital Fistulae by 
Implantation of Ureters in the Recto-sigmoid combined 
with Sulphonamide Therapy. (Tratamento das fistulas 
uro-genitais incuraveis pela inplantacao dos ureteres 
no retrosigmoide associada 4 sulfonamidoterapia.) 

By W. DE Souza RupceE. Rev, paulist. Med., 31, 
1-460, July 1947. 19 figs., bibliography. 


237. Treatment of the Uterine Prolapse Syndrome 
by the Spalding-Richardson Composite Procedure. 

By R. C. Austin. Ohio St. med. J., 43, 490-497, 
May 1947. 3 figs., 1 ref. 

Having found abdominal hysterectomy, vaginal 
hysterectomy, and interposition and Manchester 
operations unreliable in the treatment of uterine 
prolapse and its associated herniations, the author 
has adopted the ‘‘ composite’’ procedure proposed 
by Spalding (Surg. Gynec. Obstet., 1919, 29, 529) 
and Richardson (Amer. J. Obstet., 1937, 34, 814). 

After dilatation and diagnostic curettage the 
cervix may be amputated, conized, or left intact 
as indicated. The vaginal epithelium is separated 
from the bladder and a layer of prevesical fascia 
freed. The bladder is pushed upwards from the 
cervix until the peritoneum is exposed. This is 
incised and the uterine body brought forward. The 
tubes and the round and broad ligaments are 
divided as near the cornua as possible, and supra- 
cervical hysterectomy or fundectomy is_ per- 
formed. An enterocele, if present, is repaired at this 
stage, a finger being inserted over the remaining 
utero-cervical segment, into the pouch of Douglas, 
as a guide to its dissection and repair by suture of 
the utero-sacral ligaments. The upper surface of the 
utero-cervical stump is then closed, with incorpora- 
tion of the tubes, ligaments, and blood vessels into 
its lateral angles. The peritoneum of the utero- 
vesical pouch is sutured to the posterior surface of 
the stump, rendering the latter extraperitoneal. The 
anterior repair is completed, a drain being left in 
the retrofascial space. A modified Ward perineor- 
rhaphy completes the operation. The average time 
taken is 1 hour 18 minutes. In post-operative 
management catheterization for residual urine, 
early ambulation, and the frequent use of 
sulphonamides are advised. 

The author claims that the operation is 
anatomically sound, restoring organs to their 
normal positions by the use of the normal support- 
ing structures. He considers a heavy, subinvoluted 
uterus to be an important contributory cause in 
many cases of prolapse. In this operation diseased 
tissues are removed without the disadvantages the 
author has found from vaginal hysterectomy, such 
as inadequate bladder support, the possibility of 
herniation through the sutured broad ligaments, 
and shortening of the vagina. The operation may 
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be adapted in scope to treat the individual 
pathology encountered. 

None of the first 84 patients died. Of 79 patients 
followed up, 73 had anatomically satisfactory 
results, 2 needed further operation, and 4 had minor 
defects, 62 were symptom-free, 7 had symptoms 
due to unrelated conditions, 8 had symptoms for 
which no cause was found, and in 2 only the com- 
plaints were referable to anatomical defects. Of 25 
patients originally complaining of varying degrees 
of incontinence, 20 were completely relieved, 3 
improved, 1 was no better, and 1 untraced. The 
author describes 15 ‘‘ retarded recoveries ’’ mainly 
due to local or urinary infections. ; 

[ Better diagrams and a more detailed description 
of the operation and its anatomical basis and results 
are given in the same author’s paper in Surg. Gynec. 
Obstet., 1946, 83, 725. | 

Aileen M. Dickins 


Urology. 


238. Extravaginal Plastic Repair of the Pelvic Floor 
for Prolapse of the Bladder Neck. A new Method to 
Operate for Stress Incontinence. [In English.] 

By <A. INGLEMAN-SUNDBERG. Gynaecologia, 
Basel, 123, 242-254, Apr. 1947. 10 figs., 42 refs. 

At least 20 per cent of routine operations for 
stress incontinence are unsuccessful. Having been 
impressed by failure of operations on the connective 
tissues intended to support the bladder neck, the 
author has designed a technique to suspend it by 
muscle tissue. The most characteristic finding in 
stress incontinence is the way in which the bladder 
slips between the separated levatores ani. This can 
be demonstrated radiologically. The technique 
described is to expose the bladder by vaginal 
operation and to elevate it from the cervix. The 
pubocervical ligaments are then sutured under the 
bladder and cervix. By blunt dissection the 
muscular tissue of the levatores ani is found 
laterally, and if sufficiently developed the two 
muscles are sewn across under the bladder neck 
region. Colporraphy may be performed in addition 
if indicated. If the tissues are poorly developed it 
is better to substitute an interposition operation. 
A catheter is kept in situ for a week after the opera- 
tion. Fifteen cases have been treated by this 
operation, 14 successfully and 1 partially. 

Kenneth Bowes 


239. Urinary Incontinence Following Childbirth 
Including Vesico-vaginal Fistulae. 

By J. C. Morr. Edin. med J., 54, 368-381, July 
1947. 15 figs., 11 refs. 


240. Polypus of the Female Urethra. (Acerca de 
los polipos de la uretra femenina.) 

By J. R. Caparso L. De Guevara. Medicina, 
Madrid, 15, 138-147, Aug. 1947. 5 figs., 17 refs. 
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241. Complete Inversion and Total Prolapse of the 
Bladder through the Urethra. (Inversao complete e 
prolapso total da bexiga atravez da uretra.) 

By A. NazaretH. Rev. Ginec. Obstet., 2, 681- 
684, Sept. 1947. 


Miscellaneous 

242. A case of Spontaneous Rupture of the Ovary 
with Severe Intraperitoneal Haemorrhage. (Spontan 
ovarialruptur med stor intraperitoneal blodning. ) 

By A. THoMASSEN. Tidsskr. norske Legeforen., 
67, 576-578, Nov. 1, 1947. Io refs. 


243. Prolapse of the Cervical Stump after Hyster- 
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ectomy. (Prolapso del munon del cuello uterino post- 
hysterectomfa. ) 

By R. Lopez Monti. Rev. Asoc. med. argent., 
61, 624-629, Aug. 30, 1947. 8 figs., 38 refs. 


244. Two New Cases of Volvulus of the Fallopian 
Tube. (Dos nuevos casos de volvulus salpingiana. ) 

By C. ZUCKERMANN. Fev. mex. Cir. Ginec. 
Cancer, 15, 187-193, May 1947. 3 figs., 9 refs. 


245. Unusual Cases of Uterine Perforation. 
(Sonderfille von Uterusperforation. ) 


By H. Hussein. Klin. Med., 2, 855-850, Sept. 
15, 1947. 2 figs. 





